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Family acceptance is life-saving for transgender and gender expansive youth (TGEY) and 
is predictive of TGEY mental health (Olson, Durwood, DeMeules, & McLaughlin, 2016; Olson-
Kennedy et al., 2016; Pariseau et al., 2019; Ryan, Huebner, Diaz, & Sanchez, 2009). Family 
related factors such as stress, minority stress factors, lack of knowledge, isolation, and gendered 
expectations may make it difficult for parents to support TGEY. Multifamily group services 
(MFGs) target parental behaviors, attitudes, and parental minority stress to increase family 
acceptance of TGEY (Malpas, Glaeser, & Giammattei, 2018). MFGs have yet to be 
quantitatively evaluated for their impact on parental behavior and attitude change and parental 
minority stress. Using a real-world effectiveness approach, this study proposed to expand the 
field by examining the relationship of MFGs on parental behavior and attitude change and 
parental minority stress over time. It was hypothesized that parents would increase their 
affirmative attitudes and behavior over time and that parental minority stress would decrease 
over time as based on MFG attendance. It was also hypothesized that parental attitudes and 
behaviors would predict parental minority stress toward TGEY after attending MFGs. Results 
suggest that hypotheses were partially supported as mothers increased affirmative behavior and 
attitudes throughout the intervention period, but fathers did not. For all caregivers, parental 
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Chapter 1: Introduction  
From the day that a child is born, they are known to their parents as he or she, rooms are 
decorated accordingly, and parents’ hopes and dreams for their children are perpetuated by 
gender. Thus, gender typically enters the lives of young people in the context of their families, 
with prescribed gender norms stemming from cultural and contextual factors of society. As 
children grow, they begin to tell the world who they are; however, for some, the sex the child 
was assigned at birth does not match their gender identity. These young people may identify as 
transgender or gender expansive (TGEY). Often, parents and caregivers seek services from 
professionals for assistance in understanding their TGEY. Historically, services related to child 
gender identity have been limited to the psychopathology and/or conversion of the child (e.g., 
Zucker, 2005). By contrast, work in the past ten years has focused on affirming children and 
supporting families in this journey. Specifically, family-based group services may help parents to 
support their children (Ehrensaft, Giammattei, Storck, Tishelman, & Keo-Meier, 2018; Hidalgo 
& Chen, 2019; Simons, Schrager, Clark, Belzer, & Olson, 2013).  
In 2015, PBS released a first of its kind documentary about the experience of being a 
transgender child. The documentary followed several families, in various stages of coming out 
and transitioning, and captured the complexity of a child identifying as transgender within a 
family system for caregivers and youth. This documentary began the increased public knowledge 
of transgender young people and initiated the nation’s growing acceptance of gender 
expansiveness in childhood. Importantly, PBS’s Growing up Trans documentary created a stark 
juxtaposition between two young people—Ariel (age 13) and John (age 15)—and their 
relationship with their families after coming out as transgender (Navasky & O'Connor, 2015). 






and heard from his dad, “this is not a world you are going to be a part of.” After he came out as 
trans, his dad said, “I hope this is not the person you are, I think there is another way... this route 
is eternal death.” John continued to describe ongoing mental health difficulties and had limited 
hope for the future (Navasky & O'Connor, 2015). Ariel (assigned male at birth) told a different 
story. Wearing girls’ clothes from an early age, she recalled how much her family cared to call 
her the right name, “it was amazing and made me so happy” and supported her through a 
complete social affirmation in her early teens. While there were probably many different factors 
in their lives, the most striking difference between these two young people was the impact of 
Ariel’s family acceptance on her mental health (Navasky & O’Connor, 2015).  
 Approximately 50% of all transgender youth attempt suicide. Family rejection is a direct 
predictor of this risk (Moody & Smith, 2013; Toomey, Syvertsen, & Shramko, 2018). For LGBT 
youth, those who were rejected by their families were eight times more likely to attempt suicide 
(Ryan, 2014; Ryan et al., 2009; Ryan, Russell, Huebner, Diaz, & Sanchez, 2010). Family 
rejection is also associated with anxiety, depression, and low self-esteem in TGEY, which may 
be a precursor to suicidality (Olson et al., 2016; Olson-Kennedy et al., 2016; Pariseau et al., 
2019; Ryan et al., 2009; Walker, 2015). Family rejection is predictive of homelessness, family 
domestic violence, poorer life satisfaction, acquiring HIV, poorer health outcomes, and poorer 
adult adjustment compared to those that were accepted by their family members (Grant et al., 
2011; Ryan et al., 2009, 2010). Parental rejection is also associated with limited hope for the 
future, negative view of family relationships, and quality of life (Grant et al., 2011; Pariseau et 
al., 2019; Russell, Ryan, Toomey, Diaz, & Sanchez, 2011; Ryan et al., 2010).  
Beyond overt rejection behaviors, Pariseau and colleagues (2019) found that more covert 






child well-being. Specifically, this indifference can be in the form of caregivers delaying access 
to gender related services, not seeking out information to increase gender understanding, or 
ignoring their child’s gender identity. All caregiver behaviors and attitudes toward TGEY, while 
only recently subject to specific study, are vital to understanding what is protective for TGEY. 
As such, intervening with parents and caregivers of TGEY can be lifesaving for TGEY.  
TGEY who are supported in their identities by family have higher self-esteem, less 
depression, anxiety, and fewer suicide attempts (Grossman & D’Augelli, 2006; Grossman & 
D’Augelli, 2007; Grossman, D’Augelli, & Frank, 2011; Travers et al., 2012). TGEY who were 
accepted by their families were three times more likely to be happy and want to create families 
of their own (Russell et al., 2011; Ryan, 2014; Ryan et al., 2009, 2010). Family support is a 
protective factor for TGEY and may serve as a buffer from mental health challenges so 
frequently associated with the challenges of growing up in a cis-normative and transphobic 
world (Malpas & Glaeser, 2017; Simons et al., 2013). Therefore, intervening on the family level 
is both important for youth and has been cited as the most cost-effective and efficient way to 
save lives of TGEY (Simons et al., 2013; Snapp, Watson, Russell, Diaz, & Ryan, 2015).  
Family mental health services, specifically group services emerged out of a tradition of 
family therapy aimed at prompting youth well-being by intervening on the systemic level. For 
example, families may reject gender expansiveness or enforce the rigidity of gender norms rather 
than alter the family system. When a child transitions, the entire family and system is impacted 
and must change as well (Malpas & Glaeser, 2018; Malpas, Pellicane & Glaeser, in press). Many 
strides have been made in the last half century towards an increasing multicultural competence of 
family therapy services, yet a one size fits all approach does not serve all families (Malpas, 






specific family needs and have been shown to be highly effective for families uniting around one 
particular difficulty for children (Hoagwood et al., 2014).  
Many approaches within the family system have explored the experience of raising a TGEY 
and promoting acceptance within the family. According to Parental Acceptance-Rejection 
theory, as much as 26% of the variability of children’s psychological adjustment can be 
accounted for by the degree to which children perceive themselves to be accepted or rejected by 
their major caregivers. Additionally, youths and adults who perceive themselves to be rejected 
may be more likely to suffer from behavior problems and conduct disorders, depression, 
substance use, or other problems (Rohner, Khaleque, & Cournoyer, 2005). For TGEY, this need 
for acceptance may often be at odds with the process of gender socialization from parents. These 
discrepancies can create stress within the family, for parents as well as for youth. Family stress 
and family resilience, namely parent minority stress, feelings of loss and grief, changes in 
parenting function, and a myriad of other factors may influence the family’s ability to accept a 
transgender child (Coolhart & Shipman, 2017; Hidalgo & Chen, 2019; Malpas, 2011). However, 
a great effort should be made to understand and systemically study the impact of family-based 
treatments for caregivers of TGEY given their cost effectiveness and support in the literature 
(Chodzen, Hidalgo, Chen, & Garofalo, 2019; Ehrensaft et al., 2018; Simons et al., 2013). Prior 
studies have not focused on understanding caregiver behaviors and attitudes over time. 
1.1 Current Study  
While scholars have identified that parental acceptance, understood as both behavior and 
attitudinal in parents, can be lifesaving for trans youth, it is not understood what if intervention, 
such as MFG, can target and increase affirmative attitudes and behaviors in caregivers of TGEY. 






multifamily group services (MFGs) on caregiver behaviors and attitudes toward TGEY and the 
impact of these behaviors and attitude changes on parental minority stress in a real-world setting. 
Rooted in an affirmative, family-based mental health services clinic, caregiver behaviors and 
attitudes and parental minority stress was examined over time. The overarching goal of this 
dissertation was to understand the impact of MFGs over time on affirmative parental attitude, 
behaviors, and parental minority stress. It is the intention of this study to further understand how 
to support caregivers and professionals around concrete behaviors and attitudinal shifts that 
caregivers can engage in to support transgender and gender-expansive youth. For an overview of 








 Chapter 2: Literature Review 
Chapter two offers a summary of the literature on the role of family mental health 
services, parent behaviors and attitudes toward TGEY, family acceptance and rejection of TGEY 
and TGEY mental health outcomes. The literature review begins with an overview of family 
based mental health services across time, historical context, and multifamily groups used to 
improve child well-being through parent intervention. Next, family stress and resilience are 
explored. Following, the theoretical underpinnings for the study – parent acceptance and 
rejection theory, childhood gender development, and minority stress are explored. The last 
section refers to TGEY specifically, familial reactions and experiences of TGEY, the impact of 
family acceptance, rejection, and the impact of such parental behaviors and attitudes on TGEY 
mental health. Finally, the aims and setting of the study proposal are explored. The terms parent, 
caregiver, and family will be used throughout the literature review with intention. Family refers 
to multiple members of the family system such as primary caregivers and children. While 
sometimes used interchangeably, the terms parent and caregiver will be used based on the 
literature from which they originate. Throughout this review, when possible, parent will be used 
to refer to any or all primary caregivers of a young person. Parents may be biological or not 
biological in nature, and have a long-term relationship with the child, in this case transgender or 
gender expansive youth.  
2.1 Historical Context of Family Based Mental Health 
Family-based approaches were not historically used to help youth. Before Freud and 
Adler, children were not considered individuals who could benefit from mental health services. 
Putting into practice Freud's doctrine, Adler's work assumed that treating children might be the 






assumption, however, assumed that families did harm to children and were not spaces to foster 
healthy innate potential (Minuchin et al., 2007). Unfortunately, the child service model is still 
built around the model of blaming families for a child’s difficulties. Beginning around the mid-
twentieth century, family therapy founders began to write and practice with the assumption that 
the primary therapeutic modality of children is the family (Ackerman, 1938). Ackerman, along 
with others, authored a paradigm shift from psychoanalysis to systemic thinking when working 
with families. Subsequently, he recommended studying the family as a means of understanding 
the child, instead of the other way around (Ackerman & Sobel, 1950). This shift in perspective—
from the individual to the individual in the relational context and in viewing problem formation 
as not solely existing "inside" a person, but also occurring "between" people has now become an 
assumption in many modern therapeutic modalities (Brewster & Sheinberg, 2015). Having seen 
the need to understand the family in order to diagnose problems, Ackerman then took the next 
step, family treatment (Minuchin et al., 2007).  
Assumptions about families at large changed when Murray Bowen first published on the 
family system model in 1966 (Brewster & Sheinberg, 2015). During a time of rapid growth in 
the creativity and variety of mental health services, this model suggested the value of viewing the 
family as a unit when dealing with disturbance in any of its members that individuals (not just 
children) cannot be understood in isolation from one another, or specifically that families are a 
set of connected individuals (Ackerman, 1938). Fraenkel put it slightly differently, “individual's 
problems are influenced by many elements of his/her/[their] context, and in turn, influence that 
context" (Fraenkel & Markman, 1999, p.2). Each member has a role to play and “rules to 
follow.” In these systems, patterns develop for communication and behavior. Often, when a 






of equilibrium (Brewster & Sheinberg, 2015). Illustratively, one of the founders of family 
therapy, considered the act of families in therapy as:  
"… turning the light on in a dark room: some things become very clear very fast. Not 
only do you see how family members may be maintaining the child's problems, but you 
also see how they can work together to resolve them." (Minuchin et al. 2007, p. 17) 
To most proponents of family therapy modalities – Ackerman’s, Bowen’s or Minuchin’s, 
the benefit of working with families together to help children is so evident that individual child 
work seems unfathomable. Instead, they ask, what are family members doing that helps maintain 
the identified patient's symptoms? This inquiry takes the focus on the child being “wrong” and 
instead investigates the interactional quality of the difficulty. How are caregivers working 
together or not together to help the child? This is, of course, not to blame the caregivers either, 
but instead shed light onto alleviating the stress or tensions among these relationships. While 
difficult to hold to in our individualistic society, the family system itself is the patient. More 
recently, original family therapy models have evolved into a multidimensional systemic 
approach taking into account systems, multi-modal treatment, and developmental ecological 
approaches with families through a diverse set of services, such as the addition of multi-family 
groups (Brewster & Sheinberg, 2015).  
 The Family System Across Cultural Contexts. Within the psychology, family systems 
orientation to therapy has provided insight into why family and family acceptance matters for 
children (Brewster & Sheinberg, 2015; Minuchin et al., 2007). According to systemic theory, 
adaptive families modify their structure based on changing circumstances, for example, having a 
transgender child (Nichols & Davis, 2017). Families experience problems when they maintain 






accepting families have to think differently and negotiate a new way to be a family (Malpas, 
2011; Malpas et al., 2018). Preventative family work is just as important to maintaining healthy 
relationships with families during difficult times. 
Families are also embedded in cultural contexts, and the sociological literature has a long 
history of thinking about the impact of family acceptance in society at large (Boe, Maxey, & 
Bermudez, 2018; Ho, Rasheed, & Rasheed, 2003; Malpas, Davis, Colon-Otero, & Raad, 2016). 
Families vary widely across cultures, and it is important not to use a one-size fits all approach 
when conceptualizing family and engaging in family-based mental health work (McGoldrick, 
Giordano, & Garcia-Preto, 2005). For these purposes, a family is defined as a multigenerational 
entity of belonging for romantic, sexual, child-rearing or other existential purposes. Family 
members might or might not be related by blood, legal ties, emotional attachment, or other 
symbolic rituals or meaning (Malpas & Glaeser, 2017). Families of different racial and cultural 
groups are limited in their benefit from Western family therapy approaches because of the 
following dimension of relationships; people to environment, time orientation, people relations, 
preferred modes of activities, and nature of man (Sue & Sue, 2016), yet the family therapy field 
has moved towards a more culturally competent model since its inception (McGoldrick et al., 
2005).  
A multidimensional approach is now preferred by the family therapy field and attempts to 
hold all the complexities of cultural variation in contexts (Falicov, 1995). For family therapists 
that work from this approach, culture is “[the set of] shared world views, meanings and adaptive 
behaviors derived from simultaneous membership and participation in a multiplicity of contexts, 
such as rural, urban or suburban setting; language, age, gender, cohort, family configuration, 






sexual orientation, political ideology; migration and stage of acculturation” (De Jong & Berg, 
2001; Falicov, 1995, p.2). However, family therapy as a health care service is often elected by a 
small variety of clients, and while family therapists are training in a multidimensional approach, 
this might not be enough to work effectively with all clients (Ho et al., 2003).  
There are many models of evidence-based model-driven family therapy that are more 
common for underserved clients (EFT, FFT, parent training models, etc.). These models follow a 
step-by-step process for clients and often use solution-focused techniques and attempt to 
construct strength and successes for clients (De Jong & Berg, 2001). For example, in parent 
training models evidence shows that training parents in a structured way around new behaviors 
and attitudes has great impacts on child well-being (Menting, de Castro, & Matthys, 2013; Merry 
et al., 2012; Webster-Stratton & Herman, 2008). Despite the best intentions of family 
practitioners who work both in elective and mandated spaces, the impetus for entering treatment 
may far outweigh the theoretical similarities between the two approaches (De Jong & Berg, 
2001). Specifically, for families who feel stuck and elect to enter therapy in the process of 
accepting and affirming a transgender child may be able to work from a multidimensional 
approach with their own self-knowledge to facilitate change within the family (Malpas, 2011). 
Alternatively, clients who are told that they have to enter services with a family therapist because 
their child is in danger due to their rejection may not come into the room prepared to take on 
such a challenge (Boe et al., 2018; Malpas et al., 2018). The assumption by family therapists of 
how families should come into their sessions (a self-desire to be unstuck) may in and of itself be 
a culture-bound trait (Ho et al., 2003; Sue & Sue, 2016). 
While there are many benefits of a family-based approach for a variety of cultural groups 






“American” cultural assumptions on family processes. For example, American family values 
inform family systems therapy, as such, the goals are often to: increase quality and egalitarian 
roles within the family, hold nuclear families as paramount to blended, chosen, or extended 
families, encourage emotional expression of the same level from all family members, and lastly, 
views each member of the family as an individual and having a unique self with the ultimate goal 
of promoting individuation (McGoldrick et al., 2005; Sue & Sue, 2016). These largely White, 
Western, American values are still taken for granted by the family therapy community. While 
many strides have been made to adapt treatment models away from the White standard, the 
assumption that including families will address the more collectivistic aspect of their cultures in 
contrast with American individualism is not enough. MFGs offer a variety of perspectives and 
benefit from the use of others' perspective (Hoagwood et al., 2017).  
The challenge in providing effective family-based interventions for multiple cultural 
groups does not end with assumptions made about the assumed goals of family-based work. 
Many well-educated mental health professionals also exist without concrete knowledge of the 
daily impact oppression has on mental health; while some families may be able to articulate this 
experience, others may have trouble and feel blamed or alienated for the counseling experience 
(McAdams-Mahmoud, 2008). Feelings of blame in the name of protecting a child’s safety are of 
paramount importance to this work (Malpas, 2011). For many families, especially families of 
color, encouraging a child to be more gender-conforming rather than effusively accepting 
his/her/their gender expression is a key component of protecting a child from racist and 
discriminatory adversity faced by many families on a day-to-day basis. In fact, it may be that a 
White child's gender-expansive expression may be more accepted given the privileged cultural 






will have for their children in their families and home communities (Boe et al., 2018; Ho et al., 
2003; Malpas et al., 2016, 2018).  
Multifamily Groups. While the efficacy of family-based approaches is mixed and model 
dependent, multi-family groups provide the benefits of family-based treatment and parent 
training programs while additionally allowing members of families to communicate directly with 
each other around a common difficulty to support positive adjustment in youth and within 
families (Hoagwood et al., 2017). Multi-family groups (i.e., groups where caregivers are in 
facilitated space and youth in another facilitated space at the same time) have been shown to be 
highly effective for families uniting around one particular difficulty for children (Hoagwood et 
al., 2014). Multifamily groups (“MFGs”) offer a combination of psychoeducation, process-
oriented sharing, and behavior training. Multifamily group research shows a significant impact 
on both child and parent outcomes after 6 months when compared to service as usual. 
Additionally, MFGs are shown to have higher retention leading to greater benefit than traditional 
outpatient care (Gopalan et al., 2015; McKay et al., 2011). Using the power of the group with 
shared experiences, MFGs also provide coping and a support system for the family stress often 
experienced by families as a result of children’s difficulties, which has strong evidence for 
increasing child mental health (Kiser, Donohue, Hodgkinson, Medoff, & Black, 2010).  
2.2 Family Stress and Resiliency  
Parenting stress has been shown to be related to child outcomes, parental mental health, 
and adverse childhood events (Mullins et al., 2004; Steele et al., 2016). Parenting stress can be 
particularly high when parents have a child with a chronic condition (Cousino & Hazen, 2013; 
Kolbuck, Muldoon, Rychlik, Hidalgo, & Chen, 2019). Additionally, parenting stress has been 






with stresses, families have the capacity to access resilience to adapt to change. These family 
strengths can buffer families against adversity and use flexibility to alter prior family system 
beliefs and values to make sense of the family changes (Patterson, 2002). Family stress often co-
occurs with larger changes in families and can be the time in which families seek out family-
based care (Brewster & Sheinberg, 2015). Promoting family resiliency through stress is vital to 
promoting family well-being as well as individual caregiver's parenting ability and mental health 
(Kolbuck et al., 2019; Malpas, 2011; Malpas et al., 2018). Clinicians often work to build 
families' strengths using a resiliency framework (rather than a deficit view) to guide prevention 
and intervention efforts for families in crisis. Focusing on a family’s unique, relational resources 
and a focus on adaptation can help families access their own supports to overcome difficulty 
(Simon, Murphy, & Smith, 2005; Walsh, 1996). In particular, family-based approaches may 
focus on helping parents understand the resilience building capacity they have for young people 
by supporting and accepting their identities. As stated by Kolbuck and colleagues (2019, p.255), 
“parents are often key partners in promoting positive adjustment and building resilience… in the 
face of adversity [for TGEY].”  
2.3 Parental Acceptance-Rejection Theory  
The importance of parental (caregiver) acceptance for child well-being can be found 
across disciplines. Much of the literature on the importance of family acceptance for the 
development of children can be found in the anthropological and sociological literature. Parental 
acceptance-rejection theory (PARTheory), the seminal theory of parental acceptance-rejection, 
can be traced back to the 1890s (Stogdill, 1937). It is an evidence-based theory seeking to 
explain the role of parental acceptance and rejection globally and the role it plays in human 






2005). While initially focused on the role of primary caregivers, the theory has been expanded 
beyond nuclear family members (Khaleque & Rohner, 2012; Walker, 2015). According to 
PARTheory, "children everywhere need a specific form of positive response, i.e., acceptance, 
from caregivers or other interpersonal attachment figures" (Rohner et al., 2005, p. 300).  The 
consequences of parental rejection are numerous: increased hostility and aggression in the child, 
over-dependence or antagonistic independence, impairments in self-esteem, emotionally 
unresponsiveness, and emotionally lability (Rohner et al., 2005).  
Cross-cultural anthropological research suggests that parental rejection manifests via any 
combination of four principal expressions: 1) cold and unaffectionate; 2) hostile and aggressive; 
3) indifferent and neglecting; and 4) undifferentiated rejecting (Rohner et al., 2005) and 25% of 
the world’s societies behave in ways consistent with the principles of rejection in this 
conceptualization (Rohner et al., 2005). While American cultural norms dominate the ideals of 
"systemic family therapy" and how families should act in this worldview, it is very important to 
keep in mind that families show and bring different things to one another cross-culturally 
because most, if not all caregivers, behave toward their children the way they believe good, 
responsible caregivers should behave to protect them from harm (Malpas, 2011, 2016; Malpas et 
al., 2018). Therefore, in the context of cross-cultural research on parental acceptance-rejection, a 
major goal is to determine whether children and adults everywhere respond the same way when 
they experience themselves to be accepted or rejected as children—regardless of cultural, racial, 
ethnic, gender, or social class differences, or other such defining conditions (Malpas, 2011; 
Malpas et al., 2018; Rohner et al., 2005).  
Evidence suggests that as much as 26% of the variability of children’s psychological 






accepted or rejected by their major caregivers. Additionally, youths and adults who perceive 
themselves to be rejected may be more likely to suffer from behavior problems and conduct 
disorders, depression, substance use, or other problems (Rohner et al., 2005). Beyond the impact 
that parents have on children regarding acceptance, parents also shape acceptance for TGEY in 
terms of gender socialization.  
2.4 Parent Influence on Gender Socialization  
Parental attitudes and behaviors regarding gender send messages to their children about 
what is acceptable and what is not. Bem’s Gender Schema theory and Bandura’s Social Learning 
theory support the premise that gender roles, expectations, and norms are beliefs around gender 
reinforced by parents and influence behavior (Bandura & Walters, 1977; Bem, 1981, 1993). For 
example, parents who endorse gender-egalitarian views teach gender non-conforming behaviors 
in their children (Spivey, Huebner, & Diamond, 2018). Similarly, children of same-gender 
parents are less likely to endorse gender stereotypes. However, when same-gender parents 
divided labor with one parent as the primary caregiver and the other parent as the primary 
breadwinner, their children were more likely to express stereotyped views about adult roles and 
occupations (Fulcher, Sutfin, & Patterson, 2008). Additionally, a father's involvement in 
caregiving reduces gender stereotypes (Deutsch, Servis, & Payne, 2001; McHale, Crouter, & 
Whiteman, 2003).  
More specifically, parents teach gendered behavior through the encouragement of 
gender-stereotyped activities. Parents commonly pass down gender expectations through subtle 
essentialist statements (i.e. “boys don’t play with dolls”) (McHale, Crouter, Whiteman & 2003). 
Parents tend to be more rigid with boys and fathers more rigid than mothers (Raffaelli & Ontai, 






daughters may have some influence on some aspects of their gender development. For example, 
in review articles it has been shown that parents encourage gender-typed play, parents promote 
learning of gender distinctions, and that children may feel pressure to conform to particular 
gendered stereotypes by parents. Girls are more likely to be encouraged to ask for help and 
engaged in socio-cognitive learning while boys are encouraged to be independent (McHale et al., 
2003; Ruble, Martin, & Berenbaum, 2007). In one sample of largely White parents, (N = 236) 
parents reported encouraging and enforcing gender typed behavior for more often boy children 
than for girl children and expressed a greater amount of discomfort when boy children violated 
gender stereotypes (Spivey et al., 2018). Similar results were found in a review of gender 
socialization in Black youth, yet girl children experienced more monitoring overall (Skinner, 
Perkins, Wood, & Kurtz-Costes, 2016). In a study of Latinx families (N=166), girl children were 
encouraged to engage in more gender stereotyped behavior and families were unaccepting of 
“tomboy” behavior. Girls were also monitored to a great extent, especially in adolescence. For 
boys, stereotyped “manly” behavior was likely to be encouraged by mothers and fathers in 
different ways (Raffaelli & Ontai, 2004). Given this evidence, it is important to understand how 
parental behavior around gender impacts children’s sense of self and well-being while first 
understanding gender development in cisgender and transgender children.  
2.5 Overview of TGEY Concepts and Terms 
TGEY represent a diverse group of young people who do not identify with the sex they 
were assigned at birth. Instead, their gender identity may be aligned more closely with another 
sex, both or neither of the society assigned birth sexes. Below are several key terms in 
understanding this population and examples of how they are used. These definitions are adapted 






- Transgender/Trans – refers to a person whose identity does not align with the sex 
they were assigned at birth, this term encompasses many gender identities of those 
who do not identify or exclusively identify with their sex assigned at birth. The term 
transgender is not indicative of gender expression, sexual orientation, hormonal 
makeup, physical anatomy, or how one is perceived in daily life. As an umbrella 
term, this also includes Binary and Non-Binary individuals. For example, Laverne 
Cox is a transgender woman. Sometimes trans women identify as male-to-female 
(also MTF, M2F, or trans feminine) and sometimes trans men identify as female-to-
male (also FTM, F2M, or trans masculine). When identifying someone, one should 
always use the term and pronouns identified by the individual. The terms “MTF” and 
“FTM” are largely considered pathologizing as are “preferred” pronouns.  
- Cisgender/cis refers to a person whose identity exclusively aligns with the sex they 
were assigned at birth. The term cisgender is not indicative of gender expression, 
sexual orientation, hormonal makeup, physical anatomy, or how one is perceived in 
daily life. For example, Elizabeth Warren is a cisgender woman.  
- Gender identity is one’s internal sense of being male, female, neither of these, both, 
or other gender(s). Everyone has a gender identity.  
- Pronouns are the words used to refer to someone in the third person in the 
subjective/objective/possessive framework. There are no “male” or “female” 
pronouns. If someone uses they/them/theirs pronouns, an example of this break down 
might be: They are speaking. I listened to them. The bag is theirs. All pronouns can 
be used for any gender, it is advisable to ask someone what their pronouns are rather 






because it can accidentally insinuate that using the correct pronouns for someone is 






- The Gender Binary is a system of viewing gender as consisting solely of two, 
opposite, exclusive categories, termed “male and female.” This system is oppressive 
to anyone who defies their sex assigned at birth, but particularly those who are 
gender-expansive or do not fit neatly into one of the two  
- Binary and Non-Binary 
o Binary is used as an adjective to describe the genders female/male or 
woman/man. People who conform to binary gender identities (both cisgender 
and transgender people) tend to be recognized by society as “legitimate.” For 
example, Laverne Cox is a binary trans person and uses she/her pronouns.  
o Non-binary is the preferred umbrella term for all genders other than 
female/male or woman/man, used as an adjective (e.g. Jesse is a nonbinary 
person). Not all nonbinary people identify as trans and not all trans people 
identify as nonbinary. People who are non-binary do not identify within the 
female/male societally framework and identify outside of exclusively 
masculine or feminine identities. Asia Kate Dillion (they/them/theirs), 






as non-binary. People who are non-binary are often misunderstood or 
misgendered.  
- Misgender refers to the act of someone being referred to by pronouns that do not 
align with the pronouns they use and/or gender which they identify. Relatedly, 
deadnaming is a practice where a transgender person is referred to by a name they 
were assigned at birth or earlier in life.  
- Assigned Sex at birth is the assignment and classification of people as male, female, 
intersex, or another sex assigned at birth often based on physical anatomy at birth 
and/or karyotyping. Many cisgender people identify with the sex they were assigned 
at birth. Many transgender and non-binary folks do not identify with the sex they 
were assigned at birth. 
o AFAB is the acronym that means assigned female at birth 
o AMAB is the acronym that means assigned male at birth  
o These terms are preferred to “biological male/female”, “male/female bodied”, 
“natal male/female”, and “born male/female”, which are defamatory and 
inaccurate. 
- Transition or Affirmation: A person’s process of developing and assuming a gender 
expression to match their gender identity. Transition can include: coming out to one’s 
family, friends, and/or co-workers; changing one’s name and/or sex on legal 
documents; hormone therapy; and possibly (though not always) some form of 
surgery. It’s best not to assume how one transitions as it is different for everyone. 
o For young people, aspects of being affirmed are often geared around a “social 






appearance, using a different bathroom, and changing the name they are 
referred to as at school and at home. All young people and their families 
navigate this process differently. Some young people who are assigned female 
at birth, might use a packer which is a penile prothesis and/or a binder which 
is a product used to minimize the appearance of a person's breasts.  
o Hormone blockers or puberty blockers may be indicated depending on a 
TGEY’s level of distress around puberty. Hormone blockers prevent 
secondary sex characteristics from developing based on one’s assigned sex at 
birth. Hormone blockers are indicated prior to hormone replacement therapy 
and/or to “put pause” on puberty to give a family time to make decisions 
around hormone therapy while reducing dysphoria in youth around their 
changing bodies. Many in the field consider puberty blockers a “life-saving” 
intervention for TGEY (Turban, Ferraiolo, Martin, & Olezeski, 2017).   
o Hormone therapy (HT) refers to “masculinizing” or “feminizing” hormones 
that a transgender person may or may not elect to make their physical body 
more aligned with the gender identity. HT is not a “requirement” to be 
transgender and many people choose to go without it. Though, for many HT 
reduces dysphoria significantly. People over the age of 18 in New York state 
can access HT without a formal psychological evaluation. For people under 
the age of 18, clinics may require a psychological evaluation and/or parental 
consent. 
- Passing is being perceived by others as a particular identity/gender or cisgender 






as a cis woman, passing as a youth. This term has become controversial as “passing” 
can imply that one is not “genuinely” what they are passing as. 
- Stealth is to not be openly transgender in all or almost all social situations. 
2.6 Minority Stress on TGEY and their Families 
Minority Stress in Transgender and Gender Expansive Youth. TGEY have 
historically had dramatically increased rates of depression, anxiety, and rates of suicidality than 
their cisgender peers (Durwood, McLaughlin, & Olson, 2017; Grant et al., 2011; Grossman & 
D’Augelli, 2006; Grossman & D’Augelli, 2007; Grossman et al., 2011; Haas et al., 2011; Veale, 
Watson, Peter, & Saewyc, 2017). Scholars hypothesize that rates of psychological distress in the 
TGEY population result from minority stress factors (Kelleher, 2009; Kolbuck et al., 2019). 
Minority stress theory posits that sexual and gender minority individuals are subjected to “distal” 
and “proximal” stressors on account of their sexuality/gender which, in turn, increase their 
vulnerability to negative mental and physical health outcomes (Hendricks & Testa, 2012; Meyer, 
2003; Testa, Habarth, Peta, Balsam, & Bockting, 2015). Specifically, TGEY experience 
adversity related to gender identity and gender expression and the expectation for rejection and 
victimization related to one’s gender experience (Chodzen et al., 2019; Hendricks & Testa, 2012; 
Hidalgo & Chen, 2019; Hidalgo, Petras, Chen, & Chodzen, 2019; Kolbuck et al., 2019). 
Proximal stressors such as internalized transphobia, anticipated stigma, expectation of 
victimization, as well as distal stressors, like acute discriminatory events are also contributory 
toward minority stress for TGEY. Chodzen and colleagues found that gender identity appearance 
congruence and internalized transphobia uniquely predicted depression and anxiety in TGEY 






Disorder and General Anxiety Disorder were described by parents as specifically around gender 
related restrictions or gender dysphoria (Kolbuck et al., 2019).  
TGEY often also face lack of safety and bullying in schools. TGEY are subject to peer 
victimization, school bullying, lack of belonging (Hatchel, Valido, De Pedro, Huang, & 
Espelage, 2019). These rates of victimization are significantly higher for young people of color 
who may feel that their experience is different than that of their White peers (Hatchel et al., 
2019). Students are often unable to access bathrooms that align with their gender and they may 
avoid using the bathroom. Hostile school climate is related to youth well-being, academic 
achievement, and educational aspirations. These experiences of harassment, assault, and bullying 
can be so severe that TGEY are less likely to attend school and to graduate from high school 
(Kosciw, Greytak, Zongrone, Clark, & Truong, 2018). Schools and families are key to TGEY 
managing these stresses. In the context of a minority stress framework, parents can play an 
important role in protecting their children by limiting exposure to gender-based victimization and 
promoting adaptive coping and resilience in the face of adversity, yet parents are not immune 
from a similar constellation of stressors (Kolbuck et al., 2019).  
Minority Stress in Families of Transgender and Gender Expansive Youth. While 
parents are key to supporting TGEY, parents also exhibit factors of stress as the parents of 
TGEY (Brill & Pepper, 2008; Malpas, 2011). A recent qualitative study of parents who sought 
affirmative services for their TGEY suggested that parents experience minority stress as a result 
of parenting a TGEY (Hidalgo & Chen, 2019). While the experience of parental minority stress 
has yet to be quantitatively explored, parents endorsed distal stressors such as gender related 
discrimination, rejection, victimization, and gender identity non-affirmation (of youth) as well as 






leading to mental health physical health outcomes. As stated by Hidalgo and Chen, “parents are 
children’s primary agents in children’s development” and witnessing such discrimination of 
children can lead to mental health difficulties (2019, p. 867). Distally, parents reported 
experiencing perceived peer discrimination, societal discrimination, experience and perceived 
travel-related discrimination, experienced family rejection, perceived rejection by friends and 
other parents, verbal victimization through experience and perceived non-affirmation 
(misgendering, in family, and with non-affirming others). Proximally, parents reported gender 
minority stigma, negative future expectations, and negotiating concealment-disclosure of child’s 
gender. As a result, parents reported poor mental health, social isolation, and difficulties with 
activities of daily living (i.e. sleep, diet, exercise) (Hidalgo & Chen, 2019). Experiences of 
parents who seek affirmative services for their children, therefore, are not without their own 
stresses. Authors of this study suggest that they be best supported in a mental health setting 
without young people to engage in their own process to reduce isolate, engage in 
psychoeducation, and discussion around gender in their children (Hidalgo & Chen, 2019).  
2.7 TGEY in Family Systems 
Parental Reactions to having a Transgender Child. While acceptance is varied and 
idiosyncratic for every family, some psychologists and mental health professional have begun to 
conceptualize the experience of parents when a child discloses a transgender identity (Hill & 
Minvielle, 2009). While they all share a non-linear stage model framework, the current models 
have important differences. First, Lev’s model of the stages of acceptance describes the process 
of caregivers finding equilibrium after disclosure of a TGEY’s identity. Second, Coolhart’s 
model describes the process of family change in relation to the gender of a child. Lastly, Malpas' 






on to describe a model of how caregivers change the way they parent through their attitudes and 
behaviors after the disclosure of a TGEY's identity.  
Stages of Acceptance. Building off of her seminal work with transgender adults, Arlene 
Lev conceptualizes four stages of acceptance of a transgender child (Lev & Alie, 2012).  
1. Discovery and disclosure  
2. Turmoil 
3. Negotiation  
4. Finding balance  
In the first stage, discovery and disclosure, parents are first learning about the young 
person's identity. This experience may be a surprise or may be a confirmation of earlier behavior 
of the young person. Age of disclosure may be an important differentiation between acceptance 
and struggle within families. During this time, parents must process what it means to have a child 
that is different. Parents may be in shock or express a conflict of values, while others find it 
easier to adapt and advocate. In the second stage of Lev's model, turmoil, Lev describes a time of 
stress and anxiety for the child and for the family. Lev states that this may be the stage where 
parents seek out services for their child, and family conflict may be at its highest. At this stage, 
parents may have different opinions about how the family should proceed. Anxiety may also be 
high around the child's needs and after, in contrast with the needs and expectations of the 
family's social world. Relationships between caregivers and extended family may be stressed at 
this time. In the third stage, negotiation, families may come to the realization that this is not a 
"phase" and questions about the future may come into view. Service providers may help the 
family to expand their understanding of identity and balance the desires of the child to move 






setting around changes that the child is ready to make as well as engage the school in 
conversations around supporting the young person (Lev & Alie, 2012).  
The final stage of Lev's model is finding balance. At this time, while family members may 
want privacy, they are no longer in turmoil or wanting to keep secrets from their larger social 
world. They may be ready to integrate their child with their affirmed identity with the family's 
needs. Families in this stage may find contentment and satisfaction in their daily lives though 
there are some important considerations. Lev warns that younger and older child may have 
different needs in term of affirmation, younger children may want parents to intervene on their 
behalf in the school system while older children may prefer advocates for the medical system. 
For older children, parents must also take into consideration puberty and the distress it may 
cause. Lev states the need for parents to “help their child adapt to the constraints of a gendered 
culture while simultaneously working to change the social system” (Lev, 2004; Lev & Alie, 
2012, p. 346).  
Working toward Family Attunement. Coolhart and colleagues have identified a second 
model of acceptance with families of transgender youth referred to as “working toward family 
attunement” (Coolhart, Baker, Farmer, Malaney, & Shipman, 2013; Coolhart, Ritenour, & 
Grodzinski, 2018; Coolhart & Shipman, 2017). This model has two primary stages: 1. Assessing 
and increasing family attunement; 2. Exploring and supporting gender expression and transition. 
Coolhart recommends seeing parents and child separately, providing multifamily groups, 
involving multiple generations, and involving in multidisciplinary services. The goals of this 
process are for families to verbalize, understand, be attuned to, and become advocates for their 
child while also allowing parents to tell the story of the child they are “losing” (Coolhart et al., 






it encompasses physical absence and psychological presence, as well as physical presence and 
psychological absence and encourages parents to explore this in mental health treatment 
(Coolhart et al., 2018). It is also recommended to use positive coping strategies and to use 
therapy as a space for parents to tell stories of the child they feel they are losing and listen to 
other family members’ experiences while exploring family dynamics and the impact of the 
child’s transition (Coolhart et al., 2018). Coolhart & Shipman (2017) recommend the provider to 
provide gender education, address parents’ concerns, and unpack the processes in which parents 
come to understand their child’s gender in order for parents to learn how to listen to their child 
and become more attuned to them as well as understand parental impact on TGEY. Normalizing 
parent emotions may also help to alleviate distress (Coolhart et al., 2018). Coolhart & Shipman 
(2017) also recommend community connections, such as a group if it is available and appropriate 
for the family.  
Multidimensional Family-Based Approach. Malpas explores two primary areas in his 
multidimensional family-based approach (MDFA). First, he explores gender as a conflict in 
parenting functions, and then describes his three stages of change in parenting functions (Malpas, 
2011).  
Gender as a Conflict in Parenting Functions. Malpas (2011) has described parental 
rejection as a dilemma in parenting functions. Parental functions represent a combination of 
nurturance and protection, acceptance and socialization, “soft love” and “tough love” (Malpas, 
2011, 2019). Parenting functions are organized into four primary areas: (1) Nurturing child: 
attunement, bonding, and love, (2) Acceptance: discovering and supporting children for who 
they are, (3) Transmission: passing on defining characteristics of the family, and (4) Socializing 






cisgender parents raise cisgender children, there is typically a socially affirmed place of bonding 
in gender. Without these shared identities or understanding, it can be difficult for nurturance, 
acceptance, multigenerational transmission, and socialization to all align and ideas of 
masculinity, femininity, and gender identities have to be re-negotiated (Malpas, 2011; Malpas et 
al., 2018). While it is common for families to meet the news of a child’s non-cisgender identity 
with confusion, disappointment, anxiety, blame, denial, self-blame, shame, grief, etc., the 
process in which families reject this identity can be understood as a misplaced form of protection 
(Lev, 2004; Malpas, 2011; TEDx, 2017).  
Typical experiences of caregivers from Malpas’ work include: (1) grief, loss of 
internalized story of child, (2) helplessness and fear: protectiveness and rigidity, (3) loss of 
cisgender privilege to minority status with feelings of failure shame stigma, which is impacted 
by race, class and religion, (4) marital, familial, cultural and religious conflicts, and (5) loyalty 
conflicts, reliance on and emotional debt toward extended family and community. These factors 
create the relationship between safety and acceptance, and rejection as a misplaced attempt at 
protection and keeping a child safe. The conflict of these functions requires a parent to nurture a 
child for who they are or adapt their child to cisnormative realities (Malpas, 2011, 2019; Malpas 
et al., 2018; TEDx, 2017). For a child to adapt to cisnormative realities, the child may have to 
deny parts of themselves or their identity. For a parent to nurture who a child is, parents may 
have to think outside of their cisnormative experiences.  
Three Stages of Change for Parenting Functions. Malpas then states the changes of 
parenting functions through his work at The Ackerman Institute’s Gender and Family Project.  
Changes in Parenting Functions of a TGEY 






2. Change of Connection  
3. Change of Community  
Malpas (2019) has identified three stages of change families experience as they begin to shift 
from cisnormativity to gender diversity through clinical experience from the hundreds of families 
at The Gender &Family Project over the past ten years. This study aimed to provide empirical 
support for this theory. The stages of change, (1) a change of awareness; (2) a change of 
connection; and (3) a change of community, involve psychological, relational, social, and 
cultural processes in a non-linear developmental line that helps to expand family acceptance. The 
hypothesized paradigm shifts that families experience when entering affirmative services, such 
as The Gender & Family Project, is an understanding that rejection of identity is harmful, but 
rather, that acceptance is protection. Failure to change at any level manifests in particular forms 
of family rejection (Malpas, 2019, p. xiii, TEDx, 2017). The first stage, awareness, involves an 
internal shift in parenting “to a protective strategy [that is] contingent upon a parent’s 
understanding of what is actually most dangerous versus most helpful for their child” (Malpas, 
2019, p. xv). The process of learning and understanding about gender and gender expansivity 
raises awareness within caregivers to prepare for the next stage of the model, a change in 
connection.  
In changing the connection between caregiver and young person, a cisgender caregiver 
finds a renewed sense of connection and identification with their young person (TEDx, 2017). 
Finding an authentic point of connection with their child and other members of the family 
requires boosting family resilience as parents explore the conflict they have around this change 
in their family (Malpas et al., 2018). Experiencing their children fundamentally “other” can 






shift by decentering their cisnormative experience and humanizing life through the lens of 
gender diversity in an interpersonal dynamic (Ehrensaft, 2016; Malpas, 2019). When families 
empathize with their child, an authentic connection creates this change.  
Beyond individual and interpersonal shift, families also exist in large systems that may 
not be attuned to gender diversity. Families may be initially reluctant to facilitate tolerance for 
their child inside of these communities and/or may seek new points of community with families 
like theirs. Family members can be powerful agents of change, but other relationships may 
change or be compartmentalized– divorce, relocation, severed relations with other family 
members. Race, class, education level, religion, and language each carry great weight in the 
process of integrating a transgender child (Malpas et al., 2016). Building community and 
becoming celebratory allies allows children to feel accepted, supported and helps them to build 
resilience for the future. However, the importance of family acceptance and rejection for TGEY 
cannot be understated. 
2.8 Consequences of Family Acceptance and Rejection 
Family Rejection. Parental behaviors and attitudes have a direct connection between 
children's experience of acceptance or rejection for their transgender or gender-expansive 
identity (Malpas, 2011; Ryan et al., 2010). Family rejection has devastating effects on TGEY and 
family rejection is directly predictive of suicidality in TGEY (Moody & Smith, 2013; Toomey, 
Syvertsen, & Shramko, 2018). In a study of LGBT youth, who were rejected by their families, 
young people were eight times more likely to attempt suicide (Ryan et al., 2009, 2010). Nearly 
90% of LGBT youth who are homeless report that they are because of family rejection of their 
identity. Family rejection is predictive of poorer life satisfaction, acquiring HIV, poorer health 






those that were accepted by their family members. Survival sex work refers to sex work that is 
taken on as a way to meet subsistence needs for money, drugs, housing, safety, etc. Survival sex 
work differs from traditional understandings of sex work for two reasons. First, the aspect of 
survival sex work reflects the greater difficulty for transgender individuals to find work in non-
underground economies. Secondly, survival sex work is related to violence at the hands of the 
sexual partner and police officers (Fitzgerald, Elspeth, Ed, Hickey, & Tobin, 2015). Domestic 
violence at the hands of a family member increases the risk of violence during survival sex 
(Grant et al., 2011; Greene, Ennett, & Ringwalt, 1999; Ryan et al., 2009, 2010; Shannon et al., 
2008). White, Latinx, and Black LGBTQ youth’s perceptions of parental rejection was 
associated with higher depressive symptoms and lower self-esteem in Black youth who were in 
the early stages of “coming out” (Walker, 2015). Parental rejection is also associated with TGEY 
limited hope of the future and quality of life (Grant et al., 2011; Russell et al., 2011; Ryan et al., 
2010). Pariseau and colleagues found that more covert behaviors and attitudinal factors, such as 
caregiver indifference also has a significant impact on child well-being (Pariseau et al., 2019). 
Specifically, this indifference can be in the form of caregivers delaying access to gender related 
services, not seeking out information to increase gender understanding, or ignoring their child’s 
gender identity (Pariseau et al., 2019). Additionally, communicating to a child that the parents 
exert psychological control or that parents are making, for example, a “logical” decision to 
postpone medical treatment undermines and invalidates TGEY indirectly (Mills‐Koonce et al., 
2018).  
Family Acceptance. Recent research has consistently supported the importance of family 
acceptance on family and TGEY resiliency, as well as mental health outcomes for TGEY. TGEY 






higher self-esteem, less depression, less anxiety, and fewer suicide attempts (Grossman & 
D’Augelli, 2006; Grossman & D’Augelli, 2007; Grossman et al., 2011; Travers et al., 2012). 
TGEY who were accepted by their families were three times more likely to be happy and want to 
create families of their own (Russell et al., 2011; Ryan, 2014; Ryan et al., 2009, 2010).  
Furthermore, family acceptance is the most cost-effective and robust predictor for 
positive adjustment in TGEY (Snapp et al., 2015). Given the important role of positive family 
relationships in building childhood resiliency, a multidimensional and multi-systemic approach 
that moves beyond the individual and toward building resilience with the entire family system 
may be the most effective way to make a difference in the lives of TGEY and their loved ones 
(Allan & Ungar, 2014; Giammattei, 2015; Malpas et al., 2018; Yadegarfard, Meinhold-
Bergmann, & Ho, 2014).  
Family support is a protective factor for TGEY and may serve as a buffer from mental 
health challenges so frequently associated with the challenges of growing up in a cis-normative 
and transphobic world (Malpas & Glaeser, 2017; Simons et al., 2013). TGEY who are supported 
by their parents in their identity and do not show mental health symptoms at a greater rate than 
the general population (Olson et al., 2016; Olson & Gülgöz, 2018). Yet, as illustrated above, 
even in the most affirming families, minority stress will have an impact on TGEY. Families of 
TGEY are likely to experience adversity that will create significant stressors, therefore bolstering 
family resiliency can be crucial to the health and later success of a TGE young person (Greytak, 
Kosciw, & Diaz, 2009; Malpas & Glaeser, 2017). Building such family resilience through 
growth from adversity in one’s life has been linked with overall success and happiness (Allan & 
Ungar, 2014; Trotter, 2000). Family resilience, specifically, has been shown to impact the 






Bobele, Coppock, & Peña, 2015; Singh, Meng, & Hansen, 2014). Positive relationships with 
caring adults are crucial protective factors for all youth, but for TGEY it can mean the difference 
between life and death, as the suicide attempt rate for TGEY is directly predicted by family 
rejection (Grossman et al., 2011; Ryan et al., 2009).  
Many families, while unsure of the best decisions to make, want to accept, protect, and 
continue to love their TGEY, yet efforts to keep children safe and well vary between family 
members. For example, clinical literature shows that a large proportion of parents accept their 
child’s gender expansiveness but are unprepared on how to handle the challenge (Brill & Pepper, 
2008; Ehrensaft, 2011; Malpas, 2011; Menvielle, 2009). However, parents that seek services 
may also represent a specific demographic group that is more connected to mental health 
services in the Western, largely White, and middle-class context. Similarly, parents who strongly 
reject their child’s gender expansiveness might be less likely to call a therapist or a clinic known 
for affirming gender identities of young people (Malpas, 2011). At this time, most of the 
available research on family acceptance and rejection has been conducted with parents who do 
have a supportive stance and have self-selected into services to help their TGEY. Understanding 
the various manifestations of affirming parental behaviors and attitudes is vital to continuing to 
expand services for gender-expansive young people and their families. 
2.9 Parental Behaviors and Attitudes toward TGEY  
Despite the alleged importance of family support, little work has been done to 
operationalize what “affirming behaviors” and “accepting attitudes” are and how they function. 
Caitlin Ryan’s landmark studies in 2009-2011 that began to operationalize family acceptance for 
LGB youth serve as a basis for understanding family acceptance of TGEY (Ryan, 2014; Ryan et 






and attitudes (See Tables 1 and 2). Specific behaviors that communicate acceptance to youth 
may not be known by parents, especially when a child is “different” than the family of origin. 
These behaviors, such as advocating for your child, talking with them about their identities, 
providing direct support, and letting them take the lead on their gender expression can be learned 
in a parent support group through the parental change model described by Malpas at The Gender 
& Family Project (2011). Learning such behaviors in a group or family setting is considered best 
practice for families to increase acceptance of TGEY. Likewise, attitudinal shifts may occur in 
the same way when parents come to understand that acceptance of TGEY is key to their well-
being. (Chen, Hidalgo, & Garofalo, 2017; Ehrensaft et al., 2018; Hidalgo & Chen, 2019; 
Kolbuck et al., 2019).  
The National Center for Transgender Equality (NCTE) has also defined accepting and 
rejecting behaviors, as seen in Table 3 from transgender adult retrospective reflections. While 
some behaviors and attitudes are specific to adults, the items defined by NCTE also provide an 
insight as to how transgender and gender-expansive adults viewed parental behavior as accepting 
and rejecting (2017). 
Several additional behaviors related specifically to TGEY were studied in the current 
investigation based on clinical experiences and models of change as described above. These 
behaviors include accessing medical and legal services, allowing children to socially transition, 
parental conceptions of their child’s gender in the future, gender history, resources accessed by 
parents, outness to the community, and usage of name and pronoun by parents. Attitudinal shift 
will be marked by self-reported family acceptance (caregivers). At this time, no study looked at 
specific behaviors that caregivers enact to support the well-being of TGEY. However, studies 
have documented the importance of parental acceptance overall in TGEY well-being.  
 
 
Table 1: Affirmative Behaviors and Attitudes 




Talk with your child or foster child about 
their LGBT identity 
Tell me about how you understand 
your gender identity 
I don’t want to hear about 
you liking to wear 
dresses 
  
Express affection when your child tells 
you or when you learn that your child is 
LGBT 
Thank you for telling me that, I’m so 
happy you felt safe enough to share 
that with me 
It’s just a phase, you’ll 
grow out of it 
  
Support your child’s LGBT identity even 
though you may feel uncomfortable. 
I don’t know a lot about what it 
means to be transgender, but I will 
learn 
I don’t get that gay stuff   
Advocate for your child when he or she 
is mistreated because of their LGBT 
identity. 
  
You were bullied at school, can I talk 
to your teacher? 
Well maybe you 
shouldn’t have worn that 
outfit, you knew the other 
kids would make fun of 
you 
Blaming your child 
when they are 
discriminated against 
because of their LGBT 
identity 
Believe your child can have a happy 
future as an LGBT adult. 
  
Let’s make sure to look at colleges 
and careers that are LGBT friendly. 
If you grow up 
transgender you might 
get killed, get HIV and be 
unhappy, do you really 
want that? 
  
Welcome your child’s LGBT friends & 
partner to your home and to family 
events and activities. 
  
Would you like to bring your friends 
from group over to the house? 
I don’t want you getting 
any ideas from the older 









Require that other family members 
respect your LGBT child.  
(Note: that extended family may 
sometimes not be a safe space for young 
TGEY people) 
Grandma might take some time to use 
the right pronouns. 
You cannot expect your 
grandma to understand, 
let’s not bother her with 
this 
Excluding LGBT 
youth from family 
events and family 
activities 
Bring your child to LGBT organizations 
or events. 
“The best day of my child’s life was 
when we marched in the pride 
parade” 
We don’t want to expose 
our child to role models 
like these people 
Blocking access to 
LGBT friends, events, 
and resources 
Connect your child with an LGBT adult 
role model to show them options for the 
future. 
 
Your uncle’s friend Joe might 
understand some of the things that 
you’re going through that it’s hard for 
us to understand, would you like to 
visit him? 
Trans people don’t live 
good lives … we don’t 
know anyone LGBT, 
they don’t live here 
  
Work to make your congregation 
supportive of LGBT members, or find a 
supportive faith community that 
welcomes your family and LGBT child. 
If the church does not accept your 
gender expression, we will work with 
them to help them understand. If not, 
we will attend a new church 
The pastor says 






Support your child’s gender expression. I love the way you did your hair 
today 
Oh, is that the kind of girl 
you want to be? 
  
Take their lead on medical transition 
related concerns (parents have the final 
authority, but listen to your child’s 
wishes* 
I know that you are experiencing a lot 
of stress right now around puberty, 
should we consider medical 
intervention? 
We will not allow you to 
begin hormones until you 
show us you’re mentally 
stable 





Take their lead on social transition 
related concerns * 
Let’s make a decision together about 
which bathroom will be safe when. 
If you use the other 
bathroom, people will 
think you’re weird 
(same as above) 
 Notes. *Added these specific to transgender/gender expansive kids by The Gender & Family Project. Adapted to included 









Table 2: Rejecting Behaviors and Attitudes 
Hitting, slapping or physically hurting your child because of their LGBT identity 
Verbal harassment or name-calling because of your child’s LGBT identity 
Pressuring your child to be more (or less) masculine or feminine  
Telling your child that God will punish them because they are LGBT 
Telling your child that you are ashamed of them or that how they look or act will shame the 
family 
Making your child keep their LGBT identity a secret in the family and not letting them talk 
about their identity with others 










Table 3: NCTE Behaviors and Attitudes 
 
National Center for Transgender Equality Study Behaviors and Attitudes of Acceptance and Rejection of Transgender and 
or Non-binary Identity  
Accepting behaviors and attitudes Rejecting behaviors and attitudes 
Using preferred name Ended relationships/stopped speaking to them  
Using pronouns Family violence  
Stood up for them with family and friends Being kicked out of the house 
Did research to learn how to support them  Not being allowed to wear clothes matching their gender identity  
Gave money to help with gender Being sent to a professional to stop them from being transgender 
Supported in another way  
Provided help with changing name/ID documentation  
 
(James et al., 2016)
 
 
2.10 The Ackerman Institute Gender and Family Project 
 Family based treatments offer the unique benefit of targeting parental behavior and 
attitudes while also supporting young people. In particular, clinics such as The Ackerman 
Institute’s Gender and Family Project use the Multidimensional Family Approach which is 
recommended by many as the primary approach for families to move from rejection to 
acceptance with TGEY (Chen et al., 2017; Ehrensaft et al., 2018; Hidalgo & Chen, 2019; 
Kolbuck et al., 2019; Malpas, 2011). A key service of this program is a multi-family group 
offered for parents of TGEY in English and Spanish, as well as children (5-11) & tweens (11-
14), and teens (14-19). Multi-family groups aim specifically to increase family acceptance by 
increasing positive, affirming behaviors and reducing negative, rejecting behaviors of parents 
attending the group as well as increase caregiver self-reported acceptance of their TGEY. Multi-
family groups specifically target caregiver minority stress experiences through coaching, 
psychoeducation, providing a space for caregivers to distinguish acceptance from rejection, 
reducing isolation and stress, and how to manage interactions with other individuals in their lives 
(Malpas et al., 2018). Hidalgo and Chen (2019, p. 879) stated that spaces like these, where 
caregivers “distinguish rejection from non-affirmation” can be helpful in reducing the minority 
stress experience of parents, and in turn young people. Multifamily groups have been used with 
parents of TGEY (Cardenas, 2015; Di Ceglie & Thümmel, 2006; Gray, Sweeney, Randazzo, & 
Levitt, 2016; Hill, Menvielle, Sica, & Johnson, 2010; E. J. Menvielle & Rodnan, 2011; 
Menvielle, Tuerk, & Jellinek, 2002; Rosenberg, 2002; Šmídová, 2016), but to date there has been 
no quantitative intervention study done on the relation between MFG and an increase in parent 
acceptance, increase in parent affirmative behavior and decrease in overall parent minority stress 






 Multifamily Groups at The Gender & Family Project. Multifamily groups may be 
multiple configurations. Specific to The Gender & Family Project, MFGs are a mix of process 
oriented and psychoeducation groups. During groups, caregivers and youth meet at the same 
time, but in different spaces. Each group has a specific space, designated facilitators, and specific 
curricula laid out for the given month. The composition of a parent group is determined by the 
age of the child for whom they are seeking services. Parents and youth have the option of 
attending “Gender Creative Kids and Tweens” group with parent component (ages 5-13) or 
“Teen group” (ages 14-18) with parent component. Groups run once per month; for example, 
caregivers with gender creative kids may come with or without their child on the first Friday of 
the month and caregivers with or without their teens on the second Friday of the month. At The 
Gender & Family Project, there are three possible formats for group: 1. Process/support only, 2. 
Semi-Structured: Partially educational/presentation and some process and 3. Structured: Fully 
educational/presentation. Families are provided a schedule when they join the program and then 
again at the beginning of each school year to advise them of which type of group is occurring 
each month. The teen and gender creative kids groups follow the same schedule, but may have 
different information presented or activities depending on the appropriate developmental level 
for the children on that evening. Of a typical one time per month, 11-group a year schedule, 
several groups will have designated informational speakers such as lawyers to advise on name 
change, doctors to discuss the process of puberty blockers and or hormone treatments, and 
education professionals to discuss best practices around navigating school concerns. In these 
monthly meetings, there is limited time for support group or process group activities and most of 
the session is designated to the group members, with the assistance of facilitators, gaining 






doctors may visit both the teen parent group and the gender creative kids parent group. The 
combination scenario, some presentation and some process time, may involve a short educational 
presentation or longer topic of discussion by the facilitator (i.e., June is Pride month and 
facilitators may prepare a discussion around the history of the LGBTQ rights movement for teen 
and gender creative kids groups on alternative Friday evenings aligned with a similar prompt for 
discussion in the respective parent spaces). The final scenario, which occurs for the majority of 
the year’s groups is the process support group. In these groups, parents introduce themselves 
with their social locations and support offer support to each other around current difficulties or 
experiences of the family. Facilitators specific to caregivers of gender creative kids or teen group 
provide psychoeducation, information around parental reactions/stages, and emotional and 
process-based support to group members to parents of children and teens. Groups work to reduce 
isolation caregivers may feel parenting a TGEY, create discussion around gender diversity, and 
help caregivers engage in their own process of adjusting to having a TGEY.  
Multi-family groups located in the major metropolitan area of The Gender & Family 
Project are also more diverse than over similar studies of TGEY (Ehrensaft et al., 2018; Olson et 
al., 2016). Racial and cultural factors may also be at play for TGEY and their families that may 
lead to varied interpretation of acceptance and the behaviors that are affirming to young people, 
and more work is necessary to continue to operationalize these behaviors (Malpas et al., 2016, 
2018; McAdams-Mahmoud, 2008; Ryan et al., 2010; Walker, 2015). As such, it is unknown 
which behaviors and attitudes listed or which additional behaviors and attitudes may be vital to 
child-well-being or enacted by a more racially and ethnically diverse sample than previously 
studied. Of interest, is how these behaviors and attitudes change over time. Specifically, this 






reported acceptance over time after attending multifamily group services and how these changes 
may be related to parental minority stress.   
2.11 The Current Study  
The current study aimed to extend the prior literature on family acceptance for TGEY by 
investigating the impact of MFGs on parental behavior, parental attitudes, and parental minority 
stress over time in a real-world setting. Groups were attended by a racially, linguistically, 
ethnically, and economically diverse sample which offered a unique opportunity to learn more 
about the impact of a caregiver-based affirmative approach for caregivers of TGEY across 
cultures and racial and ethnic groups. The model for The Gender & Family project was not yet 
evaluated in a real-world effectiveness setting; therefore, this project looked specifically at the 
change in behaviors and acceptance of caregivers over time who are involved in multi-family 
groups. Despite the research on the importance of family acceptance – (i.e., parental behavior 
and attitudes toward TGEY) and parent minority stress many caregivers of TGEY face, the 
relation between these factors and the assumption that MFGs may be related to this change had 
never before been directly studied and is the primary focus of this analysis. While these 
programs are designed to indirectly impact TGEY (Matsuno & Israel, 2021; Malpas, Pellicane, 
& Glaeser, in press), the focus of this analysis is to understand the change of parental attitudes 
and behaviors over time and the relation of parental attitudes to parental minority stress during 
treatment as usual.   
This project sought to answer the following research questions: 
1. Is there a relation between number of groups attended and affirmative behavior 
change and affirmative attitude change for parents over 6 months? Is there a 






over 6 months?  
2. Over the intervention period, is there a significant increase in affirmative attitude 
and behaviors in caregivers? 
3. Do parental behaviors and attitudes over time predict parental minority stress?  
Specifically, this study examined the following three sets of hypotheses:  
1. Aligned with prior studies on the impact of MFG and unique stressors faced by 
caregivers of TGEY (Hidalgo & Chen, 2019; Kolbuck, Muldoon, Rychlik, Hidalgo, 
& Chen, 2019; Malpas, 2011; Malpas, Glaeser, & Giammattei, 2018; Ryan, Huebner, 
Diaz, & Sanchez, 2009), it was hypothesized that there would be significant positive 
direct relation between number of MFGs attended by caregivers and affirmative 
behavior change and affirmative attitudes of TGEY by parents. Furthermore, it was 
hypothesized that there would be significant negative direct relation between number 
of MFG groups attended and parental minority stress.  
2. Aligned with the prior literature on therapeutic change indices and related impact of 
parent training (Diamond et al., 2013; Jacobson & Truax, 1992; Menting, de Castro, 
& Matthys, 2013), in the second set of analysis, it was hypothesized that there would 
be a significant positive change in affirmative attitudes and behaviors over the 
intervention period in parents. 
3. As such, it was hypothesized that the positive change in affirmative attitudes and 







Chapter 3: Method  
The current section outlines the method of the study. First, participants and recruitment 
procedures are discussed. Second, the study’s instruments are named and defined in the context 
of previous research with similar samples and/or theoretical aims.  
3.1 Participants  
The sample contained primary caregivers of gender expansive children and teens (ages 5 
to 19) who receive services at The Gender & Family Project (“GFP”) of the Ackerman Institute 
for the Family in New York City as seen in Table 4. Families represented in this sample are 
demographically reflective of the entire sample of families (N=484) at The Gender & Family 
Project. Youth in this sample are 63% White. The sample is largely representative of the New 
York metropolitan, tri-state area population according to the 2010 U.S. Census, with an 
underrepresentation of Black families (NY Metro area 15.3%, GFP 6.5%) and Asian families 
(NY Metro area, 9%, GFP, 2.2%). However, this underrepresentation may be accounted for in 
mixed race families that seek GFP services (NY Metro Area 1.6%, GFP, 19.6%) (U.S. Census 
Bureau, 2019). The Institute serves families from all over the tristate area, as indicated in 
location demographics reported in Table 4. Caregiver sexual orientation varied with 56.5% 
identifying as straight or heterosexual and 17.3% identifying as non-straight (queer, bisexual, 
pansexual, other). In this sample, 56.5% of the caregivers identified as female. A small number 
of caregivers identified as non-cisgender (N = 2), though these participants were removed from 
the dataset to maintain confidentiality of respondents due to the small number of non-cisgender 
caregivers involved at The Gender & Family Project. All caregiver participants were above the 
age of 18 (Range = 34– 63) and had the ability to complete the survey in English. Three out of 






mom and a dad), one parent from each of these dyads was removed at random to ensure accurate 







Table 4: Demographics of Sample 
Demographics of the Sample and Related Variables (N=74) 











Sex assigned at 




































Grade of Child at 








































































East Asian  

















































































































Caregiver attends Gender Creative Kids Group 





Caregiver attends Gender Creative Kids Group 




Caregiver attends Teen Group with Child  18 24.3 
Caregiver attends Teen Group without Child  3 4.1 
Family attends Spanish Caregivers group 4 5.4 
Family has attended Family  
Therapy at GFP  
17 23.0 




Family has attended GFP community events 
(Pride, holiday gatherings) 
28 37.8 
 
Family has attended a school training 5 6.8 
Family has attended GFP’s Gender Conference 
 
*Caregivers may attend multiple groups and 





























3.2 Procedure  
 This longitudinal data collection was part of a larger ongoing research study at the 
Ackerman Institute in collaboration with the HART research group at CUNY. A portion of this 
dataset was used for the writing of this dissertation based on the research questions. This sample 
size (N = 74) was selected with this analysis in mind (Chapter 4) and follow-up data availability 
at the time of data analysis. To maintain confidentiality, no identifying data was collected in the 
research survey. If identifying information was provided during the survey accidentally (i.e., a 
parent wrote the first name of a child during a qualitative response), the research team removed 
this information before entering the data into the dataset. 
Recruitment. Participants in the study were caregivers who completed an intake with 
The Gender & Family Project between 2014 and December 1, 2019. Families consented to the 
research procedure and received explanation of the rights of participation during the intake. At 
the time of intake, clinicians enrolled families in the longitudinal data collection process if they 
were interested. Research team members and/or clinicians explained that continued participation 
in the research program was voluntary, that their data was coded to remove all identifiers, and 
participation in the research study (or lack thereof) would not impact the services they received 
from the institute. If families were interested in the long-term research project, families 
completed the research consent form (Appendix A), and the family was contacted six months 
later to complete a follow-up survey. Families who completed the follow-up surveys also 
received a $20 Amazon gift card. For families that had more than one child enrolled in the 
services, they were eligible to complete the surveys per child enrolled and were able to access 






services exclusively in Spanish (intake and surveys) were excluded from this analysis due to the 
writer’s lack of fluency in Spanish. 
Initial survey. The initial survey in paper form that was accompanied by a consent form 
and research FAQ explained the research study (Appendix A and B). Families were given 
approximately 30 minutes to complete the survey prior to the intake appointment. The first page 
of the survey included personal program related information (names, addresses, best method of 
communication) and was not for research purposes. The subsequent pages asked questions about 
the TGEY (or youths) in the family, their gender, their transition, if applicable, sexual 
orientation, race of the child and family, social support and community of the family, gender 
related services, medical considerations, caregiver demographics, sibling demographics, 
caregiver acceptance, connection to LGBTQ community, gender history of the TGEY, affirming 
caregiver behaviors, caregiver and young person’s hopes for the future around gender. 
Follow up survey. The follow up survey was a Qualtrics survey. Families were contacted 
approximately six months after intake and 6 months thereafter to complete follow up data. All 
efforts were made to outreach families in a timely manner. However, due to the COVID-19 
pandemic in person services were stopped in March 2020 and the intervention as well as follow-
up data was not accessible as planned. The initial page of the follow up survey was a repeating 
consent form reminding families about the research project and invited them to confirm their 
consent for the project. The following page was an orientation to the research (FAQ). The 
remainder of the first half was an adapted version of the initial survey. Questions that remain the 
same (such as race of the caregivers) were not repeated, but other questions such as “how 
accepting are you of your child’s gender expansiveness today?” were repeated. The second half 






child’s well-being: anxiety, depression, quality of life, and family relationships. The survey then 
asked parent experiences of discrimination, rejection, and resilience, and parental 
Acceptance/Rejection/Internalization of Gender Expression. The survey also asked about the 
family’s experience using The Gender & Family Project services such as how many sessions and 
what types of services they accessed, what they have enjoyed about these services, and what they 
hope for in The Gender & Family Project services in the future.  
3.3 Instruments  
The following instruments were used in the study. Data was collected from families at 
two time points. Initially, data was collected at intake. After 6 months, data was collected from 
families again in which caregiver behavior questionnaires were repeated and parents were asked 
additionally about attitudes, gender minority stress, resilience, and child mental health (hereafter 
referred to as follow-up).  
Measures Administered at Intake.  
Caregiver Behaviors at Intake. (Appendix C) Caregiver behaviors were surveyed at 
intake and at follow up. Affirmative behaviors were defined by research by The Family 
Acceptance Project, the National Center for Transgender Equality survey, gender affirming 
clinics across the nation, and the Ackerman Institute’s Gender and Family Project (James et al., 
2016; Pariseau et al., 2019; Ryan, 2014). Behaviors such as: current pronouns used for child, 
medical services accessed (if applicable), legal services accessed, self-reported reactions to 
gender expansiveness, gender expression history, ideas of future gender, social transition status 
in various settings, use of services, and time from disclosure to service access were indicated by 
parents and intake clinicians. These items were then transferred onto a coding sheet for analysis 






Parental Acceptance Attitude at Intake. (Appendix E) At intake, caregivers were asked, 
“how accepting are you of your child’s gender expansiveness today?” Participants were asked to 
rate themselves using a 7-point Likert scale (Completely unaccepting = 0 through completely 
accepting = 7). The Gender & Family project staff collected this variable and believed it to be a 
reliable self-report of parental acceptance (Personal communication, Jean Malpas, August 16, 
2019). Parent acceptance and attitude is referred to as “baseline attitude.” 
Demographic Information. (Appendix I) was measured within the survey as participants 
were asked to identify their age, gender identity, race, ethnicity, language preference, religious 
affiliation, sexual orientation, relationship status, income, level of education, and zip code. 
Caregiver questions were repeated for, at most, four primary caregivers. Caregivers were also 
asked to identify these demographics for their TGEY child and their child’s siblings.  
Measures Administered at Follow-Up.  
Caregiver Behaviors at Follow-Up. (Appendix D) At follow up, additional behaviors 
such as outness to family, access to book or online support and resources were also included. All 
relevant behaviors were counted as one and each family was given a composite score out of a 
total number of possible behaviors. Each behavior was rated on a Yes, No, or not applicable 
score. Behavior scores range from 0-13 for all applicable behaviors (Personal communication, 
Jean Malpas, August 16, 2019; Personal communication, Sarit Golub, July 19, 2019). Since 
youth may be too young for medical or legal services in some cases, scores were divided by the 
number of applicable behaviors for the family to reflect family process. For example, a family 
who would not be seeking medical or legal services may score a 6/8 while a family for whom 
legal or medical services would be applicable may score a 6/10. Additionally, some behaviors 






child may request a grow hair “like a girl’s” or she may not and be happy to keep her “boy” 
haircut. Affirmative parent behaviors were assessed based on indicated child’s preferences. A 
change score was calculated by subtracting behavior score in time intake from behavior score in 
follow up. The change score method was used in understanding therapeutic outcomes for this 
population and in therapy outcome research, such as in (Diamond et al., 2013; Jacobson & 
Truax, 1992).  
Parental Acceptance Attitude at Follow-Up. (Appendix E) Questions at follow-up were 
the same as intake. See above. A change score was calculated by subtracting the difference in 
self-reported acceptance at follow-up from self-reported acceptance at intake.  
The Gender and Family Project Multi-Family Group Attendance. Caregivers’ 
attendance to multifamily groups (MFGs) offered at The Gender & Family Project (“GFP”) was 
counted over a 6-month period of time between intake and follow-up between September 2019 
and July 2020 for a period of service from September 2018 through March 2020 (due to COVID-
19 pandemic). Groups were offered one time per month prior to March 2020. Scores during the 
data collection period ranged from 1 group attended to 11 groups attended. Families were also 
offered several group options: caregivers of children (5-13), teen (13-18), or both depending on 
the age of their child during the intervention period. While MFG research shows a significant 
impact on both child and parent outcomes after 6 months when compared to service as usual (i.e. 
family therapy, individual therapy), due to COVID-19 pandemic the intervention window was 
expanded retrospectively as groups stopped prematurely due to the pandemic. MFGs are shown 
to have higher retention leading to greater benefit than traditional outpatient care (Gopalan et al., 
2015; McKay et al., 2011). Aligned with previous research in MFG group treatment outcome 






continuously (N = 0-11). For families who completed more than one survey during the 
intervention period, only their first survey was used for the analysis.  
Parent Acceptance/Rejection/Internalization of Gender Expression. (“Parent Minority 
Stress Factors”) (Appendix F) was measured by the Parental 
Acceptance/Rejection/Internalization of Gender Expression measure adapted from The Gender 
Minority Stress and Resilience Measure (GMSR) and Perceived Parental Attitudes of Gender 
Expansiveness Youth measure (PPAGE-Y) (Hidalgo, Chen, Garofalo, & Forbes, 2017; Testa et 
al., 2015). The GMSR and PPAGE scales shared many components and two of the subscales 
(family acceptance and non-affirmation) were used in this adapted version for parents of TGEY 
to reflect on their attitudes about their TGEY. Participants were asked to respond to the question 
stem, “Parents/Caregivers have different feelings about their children’s’ gender 
identity/expression. Please read through the following and indicate how often (if ever) you have 
experienced each” on a 5-point Likert scale (Strongly disagree = 1 to Strongly agree =5). Only 
the Internalized Transphobia and Non-Affirmation of Gender Identity subscales were used in the 
analyses presented due to sample size limitations. Non-affirmation of gender identity such as “I 
have difficulty perceiving my child as their gender.” Internalized Transphobia was assessed such 
as “I often ask myself: Why can’t my child’s gender identity or expression just be normal?” Each 
subscale for this measure was summed. Higher scores indicated higher levels of non-affirmation 
and internalized transphobia. As stated above, the GMSR was originally validated with a sample 
of adult transgender individuals, N = 844. The PPAGE-Y scale was originally validated with a 
sample of transgender adolescents reflecting on perceived parental acceptance (N = 344) 
(Hidalgo, Chen, Garofalo, & Forbes, 2017). Convergent validity of internalized transphobia was 






scale (Testa, Habarth, Peta, Balsam, & Bockting, 2015). Convergent validated for the PPAGE-Y 
non-affirmation scale was supported through the GMSR-non affirmation subscale. The Perceived 
Parental Attitudes of Gender Expansiveness yielded an overall Cronbach’s α of .94. For the non-
affirmation subscale, The Gender Minority Stress and Resilience Measure original validation 
yielded a Cronbach’s α of .71 and the Perceived Parental Attitudes of Gender Expansiveness 
validated yielded a Cronbach’s α of .91. The internalized transphobia subscale yielded a 
Cronbach’s α of .91 in the GMSR. The pride subscale yielded a Cronbach’s α of .90 in the 






Chapter 4: Results 
The current chapter describes the data cleaning and analysis process and reports the 
results of the study. Data analyses were conducted and are thus described here in two phases: (1) 
preliminary analyses, which included data cleaning procedures, normality assumptions, 
descriptive statistics, and correlation analysis followed by (2) primary analyses, which included 
a repeated measures ANOVA and a hierarchical regression. For an explanation and results of 
each hypothesis, see Table 8. This table outlines each set of hypotheses, and reports whether the 
data demonstrate support for each. Each of these steps is outlined below, along with results as 
compared to the study’s three main hypotheses.  
4.1 Preliminary Analyses  
In the first phase, preliminary analyses were performed to prepare the dataset for primary 
analysis and describe the makeup of the sample. To outline these processes, the current section 
describes data cleaning procedures, normality assumptions, descriptive statistics, and correlation 
analyses.  
Data cleaning procedures. First, data were cleaned in SPSS 27.0 to ensure results were 
accurate and relevant. Variables from multiple datasets across two time points were aggregated 
into one dataset for the purpose of these analyses. Attendance data-(1) number of groups 
attended over 11 months, range: 0-11 and (2) Type of group attended: child, teen, both, neither—
was collected and added as a variable in the dataset, (3) additional services received, such as 
family therapy (No = 0, Yes = 1). These procedures were conducted after removing ineligible or 
duplicate surveys follow from the study, as specified in the method. The remaining 74 
participants were missing an average of three items (4.3%), with 47 participants missing none at 






(MCAR; Little & Rubin, 2014) test was used to determine whether data at the item level were 
missing completely at random or in a systematic way. This was done to determine whether 
missing data should be replaced by expectation-maximization (if missing at random) or multiple 
imputation through logistic regression (if missing systematically). Results of the MCAR test 
demonstrated that data were missing completely at random, rather than due to a systematic bias 
(χ2 = 81.12, df = 81, p = .475). Missing data were thus not replaced. However, one scale, The 
Gender Minority Stress scale was missing from approximately 30% of participants so it was 
removed from remaining analysis.1 This scale was part of the larger goal to understand parent 
minority stress, however other measures used can approximate the impact of parent minority 
stress factors in this pilot project.  
Normality assumptions. Data were screened to determine whether they met guidelines 
for univariate normality (i.e., skewness < 3.0, kurtosis < 10.0; Weston & Gore, 2006). All 
variables of interest met benchmarks for univariate normality. The data were then tested for 
outliers. Because no case had a significant value of Mahalanobis D2 (p < .001), no outliers were 
identified, and the data met multivariate normality assumptions.  
Descriptive statistics. SPSS was used to compute descriptive statistics (e.g., the possible 
and actual ranges of scores, means, medians, modes, and standard deviations for all items). 
Internal consistencies were also computed for all scales used in the study. These results are 
reported in Table 5. All scales demonstrated low-acceptable to good internal consistency 
reliabilities (Ponterotto & Ruckdeschel, 2007), with alpha values ranging from .78 (Parental 
Acceptance/Rejection/Internalization of Gender Expression – Non-affirmation of Gender 
 
1 This pilot measure may not have adequately captured family experience and left respondents feeling like some 







Identity) to .82 (Parental Acceptance/Rejection/Internalization of Gender Expression – 
Internalized Transphobia). As noted, in the Method section the Parental 
Acceptance/Rejection/Internalization of Gender Expression was a pilot measure with <6 items, 
with <100 participants. As such, Ponterotto & Ruckdeschel denote an internal consistency of .65 




Table 5: Correlations and Descriptive Statistics 
Bivariate Correlations, Descriptive Statistics, and Cronbach’s Alpha for Variables of Interest  
Variable 1 2 3 4 5 6 7 8 9 10 11 12 13 14 Possible 
Range 




-              1-11 4.65 3.1  
2.CaregiverAttitude 
Acceptance Baseline 
-.09 -             1-7 6.26 1.08  
3.Caregiver Attitude 
Acceptance Follow-Up 
.10 .15 -            1-7 6.79 .59  
4.Caregiver Attitude 
Acceptance Change 
.11 -.90** -.30* -           -6 - 6 1.46 1.62  
5. Caregiver Behavior 
Baseline 
-.09 .43** .26* -.30* -          0-1 .74 .18  
6. Caregiver Behavior 
Follow-up 




.07 -.29* -.09 .25* -.77** .36** -        -1-1 .11 .16  
8.Parent Non-
Affirmation of Gender 
Identity 
-.02 -.32** -.63** .02 -.32** -.33** .09 -       1 - 25 8.91 3.87 .78 
9.Parent Internalized 
Transphobia  




-.05 -.38** -.69** .07 -.40** -.39** .12 .91** .92** -     5 - 50 16.9 7.08 - 
11. Caregiver Gender 
Identity 
.00 -.14 -.07 .08 .04 .07 .01 .06 -.02 .02 -        
12. Type of Group 
Attended 
-.27* .06 -.27* -.14 .05 .06 -.02 .16 .10 .14 .05 -       
13. Family Therapy 
Attendance 
-.14 .04 -.21 -.18 -.06 -.12 -.02 .12 .13 .14 .05 .21 -      
14.Child Race .20 .01 .11 -.15 .08 .04 -.17 -.01 -.01 .01 .00 -.09 .25 -     
15. Caregiver Race .12 .01 -.00 -.07 .00 -.13 -.09 -.02 -.01 -.01 .06 -.14 -.36** .68**     
Note. N = 74. Bolded items indicate variables in the path analysis and composite scores. For example, Caregiver Acceptance Attitude Change was 
calculated by subtracting Caregiver Attitude Acceptance Baseline from Caregiver Attitude Acceptance Follow up (Caregiver Acceptance Attitude 
Change = Caregiver Attitude Acceptance Follow Up - Caregiver Attitude Acceptance Baseline). Child and caregiver race are coded: 0 = White, 1 = 
Person of color for this correlation.   = Cronbach’s alpha reliability coefficient; *p < .05, ** p < .01; ***p < .001 
 
 
4.2 Correlational Analysis 
Several hypotheses were explored through bivariate correlations in SPSS 27.0. These 
relations were examined before conducting analysis by using benchmarks for small (r = .10), 
medium (r = .30), and large (r = .50) effect sizes (Cohen, 1992). Results were mixed in terms of 
consistency and all bivariate correlations can be seen in Table 5. For hypothesis 1, in terms of 
group attendance and its impact on dependent variables, (1) group attendance yielded non-
significant, positive relationships with behavior change (r = .07) and attitude change (r = .11). 
(2) group attendance yielded non-significant, negative relationship with Parental Minority Stress 
Factors Composite (r = -.05).   
In relation to hypothesis 3, (1) Attitude change yielded a non-significant, positive 
relationship with Parental Minority Stress Factors Composite (r = .07). However, caregiver 
attitude acceptance at baseline yielded significant correlations with Parental Minority Stress 
Factors (r = -.38 p <.01) and its subscales, Parent Internalized Transphobia (r = -.38, p < .01) 
and Parent Non-Affirmation of Gender Identity (r = -.32, p < .01. Caregiver attitude acceptance 
at baseline also had a significant, positive relationship with caregiver behavior at baseline (r = 
.43, p <.01). Caregiver attitude acceptance at follow up also yielded significant correlations with 
Parental Minority Stress Factors (r = -.69, p <.01) and its subscales, Parent Internalized 
Transphobia (r = -.60, p < .01) and Parent Non-Affirmation of Gender Identity (r = -.63, p < 
.01). (2) Behavior change yielded a non-significant, negative relationship with Parental Minority 
Stress Factors (r = .12). However, caregiver baseline behavior yielded significant correlations 
with Parental Minority Stress Factors (r = -.40, p <.01) and its subscales, Parent Internalized 
Transphobia (r = -.40, p < .01) and Parent Non-Affirmation of Gender Identity (r = -.32, p < .01. 






These results are discussed in terms of support for their hypothesized correlations in the 
Summary of Findings section. See Table 5 for bivariate correlations, descriptive statistics, 
covariate analysis.  
Demographic factors such as caregiver race and child race were examined for their 
relation to outcome variables. As seen in table 5, caregiver race and child race did not have any 
significant relations with variables of interest. Preliminary analysis also included child’s sex 
assigned at birth and gender identity with no significant relations to any variables of interest. 
Intervention factors, such as type of group attended and presence of other services, such as 
family therapy were also included in these analyses. Type of group (child, teen, both) was 
significantly related to group attendance (r = -.27, p <.01) and to caregiver acceptance at follow 
up (r = -.27, p <.01) and thus was included as a control variable throughout the primary analysis.  
4.3 Primary Analyses  
The current section outlines the study’s primary analyses. The procedures and results of 
the repeated measures ANOVA and regression analysis are explained. Then a summary of 
findings is provided. 
Repeated Measures ANOVA. The study used a repeated measures ANOVA to 
understand the change in caregivers’ attitudes and behaviors over time by comparing the mean 
scores of caregiver attitude and behavior over two time points. To explore hypothesis 2, a 
repeated measures analysis offers the ability to understand change over time in a related sample 
using SPSS 27.0. The repeated measure factor or within subjects’ factors in this analysis are the 
(1) caregiver behavior and (2) caregiver attitudes. Both are measured at baseline and at follow 
up. To understand the impact of dosage of the intervention, the between subjects’ factor is the 






well as enrollment in family therapy at The Gender & Family Project (yes or no). Additionally, 
due to the impact of parent gender on the results of the R-ANOVA, results from individual 
parents (mothers v. fathers) are presented separately in Table 6.  
 
Table 6: R-ANOVA and Behaviors 
Repeated measures analysis of variance showing the change in parental attitudes and 
behaviors before and after GFP intervention 
 Fathers (N = 11) Mothers (N = 67) 
Time Measure M SD F p M SD F p 
Pre Attitude 5.60 .10 .693 .47 5.19 .27 28.01 .000 
 Behavior .68 .08 1.14 .36 .72 .03 10.75 .002 
Post Attitude 6.75 .14   6.67 .13   








Behavior Change. An independent samples t-test was conducted to determine the impact 
of caregiver gender on at baseline F(76) = .01, p = .94 which was not significant. An 
independent samples t-test was also conducted to determine the impact of caregiver gender on at 
follow up, t(3,76) = 1.8, p = .18 which was not significant. However, mothers and fathers were 
separated in the analysis due to impact of caregiver gender on the results of the ANOVA. For 
mothers, there was a significant difference between pre behavior scores and post behavior scores 
F(1,50) = 10.75, p <.01. Dosage of group attendance was not a significant between subject 
variable, F(1,10) = .50, p = .57. Type of group and family therapy attendance were also 
insignificant. For fathers, there was not a significant difference between pre behavior scores and 
post behavior scores F(1,5) = 1.42, p = .36. Dosage of group attendance was not significant 
between subject variable, F(1,3) = 2.42, p =.25. Type of group and family therapy attendance 
were also insignificant.  
Attitude Change. An independent samples t-test was conducted to determine the impact 
of caregiver gender on at baseline t(3,74) = 1.41, p = .24 which was not significant. An 
independent samples t-test was also conducted to determine the impact of caregiver gender on at 
follow up, t(3,74) = 1.58, p = .21). However, mothers and fathers were separated in the analysis 
due to impact of caregiver gender on the results of the ANOVA. For mothers, there was a 
significant difference between pre attitude scores and post attitude scores F(1,45) = 28.01, p 
<.001. Dosage of group attendance was not a significant between subject variable, F(1,10) = .87 
p = .56. Type of group and family therapy attendance were also insignificant. For fathers, there 
was not a significant difference between pre attitude scores and post attitude scores F(1,5) = .69, 
p = .466. Dosage of group attendance was a significant between subject variable, F(1,3) = 7.15, p 






Given the variables of interest around dosage of intervention and their impact on attitudes 
and behaviors over time, a hierarchical linear was investigating the relation between intervention 
dosage follow-up attitude and behavior as outcomes while controlling for baseline levels of 
attitude and behavior respectively, and parent gender. However, the results from these analyses 
were insignificant (p = .40 for behavioral change and its relation to intervention dosage and p = 
.57 for attitudinal change and its relation to intervention dosage).   
Regression.  The regression analysis was completed with IBM SPSS 27.0 to address 
hypothesis 3. The study’s model was developed by the primary investigator based on literature in 
the field. Hierarchical Linear regression in SPSS 27.0 was used to understand how follow-up 
parental attitude and behaviors predict parental minority stress. The hierarchical model was run 
in two blocks. The first block controlled for the impact of baseline parental attitude and 
behaviors and caregiver gender identity. The second block included follow up parental attitude 
and behaviors. An independent samples t-test was conducted to determine the impact of 
caregiver gender on parental minority stress, t(72) = .76, p = .37 which was not significant. An 
independent samples t-test was conducted to determine the impact of type of group attended on 
parental minority stress, t(54) = 1.67, p = .20 which was not significant. Caregiver gender 
identity, intervention dosage, type of group, and presence of family therapy were all controlled 
for in the analysis. The model was significant an accounted for 57.9% of variance in parental 
minority stress, F(6,57) = 3.26 p < .01. In block two, the change in F was significant, ΔF = 21.00, 
p < .001 and attitude at baseline (t (67) = -2.26; b =-.93) and follow-up (t (67) = -6.00; b =-5.67) 
was significant at p <.001, F(5,62) = 9.41 in block two. This analysis indicates that follow up 
parent minority stress is predicted by parental attitudes and behaviors toward their TGE children. 






The model was also run to control for attendance in groups and family therapy presence with a 
non-significant effect. Full results can be seen in Table 7. 
Note. *p < .05, **p < .01, *** p < .001; Caregiver Gender Identity = 1 = male, 2 = female; 
Intervention Dosage Range = 0 – 11; Family Therapy = 0 = no, 1 = yes; Type of group = 0 = 
Child, 1 = Teen 
 
 
Table 7: Summary of Hierarchical Regression Predicting Parental Minority Stress 
 
Summary of Hierarchical Regression Predicting Parental Minority Stress (MPS) (N = 74) 
 




Model 1  .26 .18 3.26** 
Caregiver Gender -.86[2.13] -.05 -.387    
Baseline Attitude -1.06 [.53] -.26 -1.98    
Baseline Behavior -9.74[4.51] -.28 -2.16    
Intervention Dosage .06[.25] -.03 -.24    
Family Therapy -.82[1.95] -.05 -.42    
Type of Group 1.48[.70] .27* 2.11    
Model 2  .58 .52 21.00*** 
Caregiver Gender -1.03[1.64] -.06 -.63    
Baseline Attitude -.93 [.39] -.23* -2.26    
Baseline Behavior -.2.56[3.65] -.07 -.70    
Intervention Dosage .09[.19] -.04 -.47    
Family Therapy -1.24[1.51] -.08 -.82    
Type of Group .51[.57] .10 .89    
Follow up Attitude -5.69[.95] -.61*** -6.00    
Follow up Behavior   -4.45[5.09] -.08 -.88    
Figure 1: Mediating Role of PMS on the Effect of Parental Behavior at Follow-Up on Child Depression 
 
 
4.4 Summary of Findings 
The findings of the study were mixed in terms of their support for the study’s hypotheses. 
For hypothesis one, multifamily group dosage was not significantly related to parental attitude 
and behavior change or parent minority stress factors. For hypothesis two, in the repeated 
measure design, parental attitudes and behaviors did increase significantly over time for mothers 
enrolled in The Gender & Family Project, but not for fathers. However, this relationship was not 
significantly related to the number of groups attended by parents. For research question three, 
support for the hypothesis was variable. While there were no significant relations between 
attitude change and parent minority stress factors, it was determined that there was a significant 
negative relation between parental minority stress factors parental attitudes at intake and follow 
up. Additionally, while there was no relation between behavior change and parental minority 
stress factors, there also was a significant negative relation between parental behaviors at intake 
and follow up. In further analysis, it was determined that parental minority stress is predicted by 






Table 8: Summary of Findings by Research Question 
Analysis  Research Questions Predictor Outcome Mediator Hypothesized Relation Support 
Correlation 
1.  Is there a relation between 
number of groups attended and 
affirmative behavior change 
and affirmative attitude change 
for parents over 6 months? Is 
there a relation between 
number of groups attended and 
parental minority stress factors 
over 6 months?  
 



























2. Over the intervention 
period, is there a significant 
increase in affirmative attitude 









change over time 










Significant change over 
time, affirmative 
attitudes and behaviors 





3. Do parental behaviors and 
attitudes over time predict 











behaviors and attitudes 





Chapter 5: Discussion 
Chapter Five contextualizes the results of the current study, which aimed to the track the 
change in attitudes and behaviors of parents of TGEY over time when caregivers are enrolled in 
Multifamily Group (MFGs) at The Gender & Family Project. The current study further sought to 
understand the relation of parental behaviors and attitudes to parental minority stress. First, a 
summary of the research study is provided, followed by an overview of findings, including a 
discussion of support for each set of hypotheses. Implications for practice and directions for 
future research are all discussed and contextualized by the study’s limitations.  
Overall, the study’s findings suggest parent attitudes and behaviors change over time 
when enrolled in MFGs; specifically, mothers increased in their accepting attitudes toward their 
children and increased in affirmative behaviors during the intervention period. However, this 
change was not related to dosage of multifamily groups. Parental attitudes and behaviors play a 
unique role in predicting parent minority stress toward their TGEY which is further explored 
throughout the discussion. Lastly, a summary and conclusions section outline the greater context 
of the study’s findings for parents and caregivers of TGEY. 
5.1 Summary of the Research Study  
 The current study aimed to expand prior literature to understand the change in caregiver 
affirmative behavior and attitudes over time and their relation to parental minority stress toward 
their TGEY by examining a multifamily groups over time. Multifamily group services, which are 
attended by a diverse population of parents and TGEY, offer a unique opportunity for parents to 
assist both themselves and, indirectly, their children by learning best practices for caring for 
TGEY as well as navigating their own experiences of minority stress and resilience while 






Project had not yet been objectively operationalized and evaluated in a real world setting; 
therefore, this project looked specifically at the change in behaviors and attitudes of caregivers 
over time while understanding the impact of dosage of MFG group attendance and rates of 
parental minority stress at follow up.  
5.2 Overview of Findings 
The aim of the study was to understand the impact of the dosage of MFGs on affirmative 
behaviors, attitudes, and parental minority stress over time. The following hypotheses were 
tested, as summarized below: relationship between attitudes, behaviors, intervention dosage, and 
parental minority stress (hypothesis 1), change over time in attitudes and behaviors (hypothesis 
2), relation between these changing attitudes and behaviors and parental minority stress 
(hypothesis 3).  
Hypothesis 1. Drawing from prior research finding that multifamily groups were 
effective in modifying parent behavior and attitudes (Hoagwood et al., 2014; Hoagwood et al., 
2017) and clinical literature supporting parent interventions increasing parental acceptance for 
TGEY (Cardenas, 2015; Di Ceglie & Thümmel, 2006; Gray, Sweeney, Randazzo, & Levitt, 
2016; Hill, Menvielle, Sica, & Johnson, 2010;  Malpas, 2011; Malpas et al., 2018; Menvielle & 
Rodnan, 2011; Menvielle, Tuerk, & Jellinek, 2002; Rosenberg, 2002; Šmídová, 2016), it was 
hypothesized that there would be a significant positive direct relation between dosage of MFG 
and affirmative behavior change and affirmative attitude change of TGEY by parents in MFG 
services. Contrary to the hypothesis, there was no relation between attitude or behavior change 
over time to dosage of MFG. Essentially, it seems that attending a greater number of groups does 
not affect parent attitudes or behaviors over time, as one might suspect. It is possible that dosage 






can be measured with another service or set of services at The Gender and Family Project. While 
the group attended by parents (kid or teen) was held constant, given the limitations of the data, it 
was not possible to control for the type of group attended (process, semi-structured, or structured 
psychoeducation) and differences in these types of groups may be related to parents change over 
time. This point is further explored in the limitation section.  It may also mean that families adapt 
and change at different rates and therefore an important dosage of MFG for one family may not 
be for another, limiting the general effect when looking at all families in the intervention sample.  
It is also possible that there is an unmeasured variable that predicts which families need a higher 
dosage of group services and which do well with a lower dose. This may be a limitation related 
to the self-report nature of the data as discussed further in the limitations section. In a similar 
study on an evaluation of a group for parents of TGEY, parents endorsed several important 
changes at the 12-month mark of their group attendance: reduction in shame, improvement in 
their ability to empathize with their children, and understanding the need for family acceptance. 
Parents in this group also felt more able to support their children (Caldarera, Davidson, Vitiello, 
& Baietto, 2021). As such, it may be that for this population an alternative time frame for dosage 
effect may be more appropriate (rather than 6 months).   
Finally, over the past ten years, the acceptance and visibility of individuals has increased 
tremendously, and the experience of and acceptance of transgender children has become more 
well known. Much of the literature on the importance of parent acceptance has become widely 
available through online outlets and by other means of information gathering. While the study 
did not find a relation between dosage of MFGs and change in attitude and behavior over time, 
much can be understood from the study’s findings. 






caregivers of TGEY (Hidalgo & Chen, 2019; Kolbuck, Muldoon, Rychlik, Hidalgo, & Chen, 
2019; Malpas, 2011; Malpas, Glaeser, & Giammattei, 2018; Ryan, Huebner, Diaz, & Sanchez, 
2009), it was also hypothesized that the number of groups attended by families would be 
negatively related to their parental minority stress factors at follow up. Contrary to the 
hypothesis, parental minority stress was not related to dosage of MFG. Simply put, the number 
of groups attended by families was not related to parental minority stress. However, parent 
minority stress was significantly, negatively related to affirmative caregiver attitudes at baseline 
and follow up and affirmative caregiver behaviors at baseline and follow up, indicating that 
caregivers who self-reported that they engaged in more affirming attitudes and behaviors toward 
their children also reported exhibiting lower levels of parental minority stress. The relation 
between parental minority stress and attitudes and behaviors toward their TGEY is consistent 
with the literature that TGEY i.e., distal and proximal stressors such as non-affirmation of TGEY 
and internalized transphobia respectively are related to how parents feel toward and behavior 
toward their TGE (Chen & Hidalgo, 2019; Kolbuck, Muldoon, Rychlik, Hidalgo, & Chen, 2019; 
Malpas, 2011; Malpas, Glaeser, & Giammattei, 2018). Simply, parent stress about their child 
being trans is negatively related to how parents think about and behave towards their trans child. 
As noted by Hidalgo & Chen (2019), parents engaged in mental health treatment to undergo their 
own process to reduce isolation, engage in psychoeducation, and discussion around gender in 
their children is related to rates of affirmative behavior and attitude at follow up. While the 
number of groups attended was not related to parental minority stress or affirmative attitudes and 
behaviors, parent minority stress, specifically non-affirmation of TGEY and internalized 






Hypothesis 2. Aligned with the prior literature on therapeutic change indices and related 
efficacy of parent training on parental attitudes and behaviors (Diamond et al., 2013; Jacobson & 
Truax, 1992; Menting, de Castro, & Matthys, 2013), it was hypothesized that there would be a 
significant positive change in affirmative attitudes and behaviors over the intervention period in 
parents. This hypothesis was partially supported by the results of the study. Over time, 
controlling for attendance, there was a significant increase in affirmative behaviors and 
affirmative attitudes over the intervention period in mothers. For example, a mother may have 
not let their child change their name at baseline (rejecting behavior), but at follow up, the mother 
may have agreed to let their child change their name (affirmative behavior). However, the same 
was not true for fathers and there was not a significant change in affirmative behaviors and 
attitudes toward TGEY over the intervention period for fathers. Over time, mothers became more 
affirmative toward their TGEY in both their attitudes and in their behaviors.   
Significantly more mothers (N = 63) attended the groups than fathers (N = 11) and fathers 
First, sampling limitations limit the generalizability of findings to fathers in this study which is 
explored further in the limitations section. Yet, mothers may have different processes of 
acceptance of TGEY youth for several reasons. Studies suggests that fathers tend to be more 
rigid than mothers around cisgender gender roles (Raffaelli & Ontai, 2004; Spivey et al., 2018). 
Additionally, fathers tend to encourage stereotypically gendered behaviors in different ways than 
mothers (Raffaelli & Ontai, 2004.) These differences suggest that fathers may have a different 
relationship to their child’s gender identity than do mothers. As such, a support group format 
may be more amendable to mother’s than to fathers. Additionally, literature on LGBT youth 
suggests that mothers and fathers may react to their youth’s identity in different ways and fathers 






Pikington, 1998; van Bergen, Wilson, Russell, Gordon & Rothblum, 2020). Additionally, most 
research on TGEY and parental acceptance processes cites studies with primarily mothers as 
participants, as such pathways to assisting fathers process and accept their child’s gender identity 
may not be appropriately tailored to them (e.g., Katz-Wise et al., 2017; Kolbuck, Muldoon, 
Rychlik, Hidalgo, & Chen, 2019; Pullen Sansfaçon et al., 2020). Consider Behavioral Parent 
Training as an example: specific, tailored interventions are made for father’s and their unique 
relation to their children and children’s mental health given the dearth of effective mental health 
interventions for fathers (Fabrino, 2007). As such, tailoring groups specifically for fathers may 
be necessary in helping them better adjust to their TGEY. However prior research focusing more 
on mothers has created limited research on “what works” in improving accepting attitude and 
behaviors with fathers. Future interventions to increase parent support may require specific 
targeting to each family member to most effectively improve parent support (Matsuno & Israel, 
2021).  
Hypothesis 3. Several studies have suggested connection between attitudes and 
behaviors toward TGEY and parental minority stress qualitatively (Hidalgo & Chen, 2019). To 
expand on hypothesis 1 of the relation between attitudes and behaviors to parent minority stress, 
hypothesis 3 sought to understand if an increase in in affirmative attitudes and behaviors over 
time of parents are predictive of lower levels of parental minority stress. While past research has 
showed that parents’ rejecting attitudes and behavior stress kids out, these rejecting attitudes and 
behaviors predict parent stress. Parent minority stress was negatively predicted by attitudes and 
behaviors at follow up, when controlling for baseline attitudes and behaviors (R2 =.52) in that, as 
affirmative attitudes and behaviors increased, minority stress decreased. For example, if a child 






(affirming behavior), this change reduced stress in parents. These results further strengthen the 
scant body of literature indicating that parents exhibit a significant amount of stress when their 
TGEY comes out and they seek services for him/her/them and the family and that these stresses 
may impact their children in terms of how youth are treated by their parents. (Hidalgo & Chen, 
2019; Malpas, 2011; Malpas, Pellicane, Glaeser, in press; Pullen Sansfaçon et al., 2020). 
Additionally, highlighting this connection between parent stress and parent behaviors and 
attitudes strengthens support for the notion that intervening on the parent and family level is 
highly beneficial and may be most protective for TGEY (Hidalgo and Chen, 2019; Malpas, 2011; 
Malpas et al., 2018; Snapp et al., 2015).  
5.3 Implications for Practice  
 By parents seeking their own support, they may be able to improve their affirmative 
behaviors and attitudes, which directly impacts their own stress toward their TGEY. Intervening 
on parental minority stress towards TGEY and giving parents ample opportunities to express 
their fear and frustrations may have lifesaving impact for youth. As such, practitioners in groups, 
community organizations, and individual work can help guide parents through these transitions 
and the importance of their own process.  
While fathers and mothers in the sample both attended an average of 3 groups (child or 
teen) over the intervention period and mothers and fathers scores were relatively similar despite 
difference in significance, given the larger number of mother’s who participated in the survey 
and overall, future groups may benefit from targeting mother’s specifically when thinking about 
changing behaviors and attitudes over time. Given varying gender differences in parenting, 
mothers may be more amendable to adjusting attitudes and behaviors towards youth who identify 






Family acceptance, or affirmative attitudes and behaviors toward TGEY, may be 
increased using low cost, family-based interventions such as MFGs like those at The Gender & 
Family Project (Snapp et al., 2015). This study highlights that interventions on the parent level 
are effective at changing attitudes and behaviors over time, at least for mothers. Group and 
individual practitioners can effectively impact parental minority stress toward TGEY by 
considering parental attitudes and behaviors toward youth. Specifically, the developed list of 
coded of behaviors and attitudes based in the literature (NCTE, 2017; Ryan, 2014; Ryan et al., 
2009, 2010) and clinical experiences as measured in this small sample can be used to guide 
curricula for groups and benchmarks for family acceptance in individual practice. The 
importance of family inclusive interventions cannot be overstated. Youth serving organizations 
may be able to use the results of this study to engage family members in acceptance-based work 
to ultimately serve youth more effectively.  
  While little research currently exists on the evaluation of such programs, this study as 
well as a recent publication by Matsuno and Israel (2021) indicate that interventions can 
successfully target parent stress factors (distress, feelings of isolation) and increase parent 
knowledge, affirmative attitudes, and increase supportive behaviors towards TGEY. Investing 
energy working with parents of TGEY is essential to supporting TGEY mental health through 
the increase of affirmative behaviors and attitudes of caregivers (Grossman & D’Augelli, 2006; 
Grossman & D’Augelli, 2007; Grossman et al., 2011; Olezeski & Kamody, 2020; Russell et al., 
2011; Ryan et al., 2009, 2010; Ryan, 2014; Travers et al., 2012). Parents of TGEY also have a 
unique experience of minority stress which must be further understood and prioritized by 







5.4 Limitations and Directions for Future Research  
Findings from the current study must be interpreted within the limitations of the data. 
First, although The Gender & Family Project at the Ackerman Institute serves one of the largest 
and most diverse population of families in the world with trans and gender expansive youth, 
parents and youth mostly seek out these services voluntarily. That is to say, a caregiver with low 
levels of accepting behaviors and attitudes and/or rejection of a child’s identity may be unlikely 
to bring a child to a gender affirmative clinic like, The Gender & Family Project at The 
Ackerman Institute for the Family. Sampling limitations of this kind have been noted in other 
key studies for TGEY (Olson et al., 2016; Personal communication, Kristina Olson, 11/6/2016). 
Future research on parental acceptance change should look specifically at youth focused or 
young adult focused organizations to integrate the experience of youth with caregivers who may 
not have sought out a service like The Gender & Family Project which is parent-driven. 
Furthermore, the parents who volunteered to participate in the longitudinal study may be racially 
and ethnically different than the larger community served by The Gender & Family Project. The 
larger The Gender & Family Project services approximately 40% youth of color while this 
sample was similar in youth reporting, the study’s caregivers represented a larger proportion of 
White caregivers and mothers than the overall service utilization of The Gender & Family 
Project suggest. Thus, the results from this study may not be generalizable to caregivers of color 
who are raising youth of color. At the time of this writing, the larger program level data was 
unavailable to this writer to investigate group differences further between those who participated 
in the follow up study and those who are involved in the larger Project beyond summary 
statistics. Additionally, on average, this study of caregivers at The Gender and Family Project are 






York City metro area. While analyses explored if race or other family identities were related to 
understanding parental acceptance within the sample, the larger population served by the Project 
overall may not be generalizable to the general public given its demographic limitations. Future 
studies may pay particular attention to socioeconomic status variables as this data was not 
available to be controlled for by this writer in the present study. It is likely that families with 
more financial means were more likely to fill out the follow-up study given other research on 
factors of intersecting education, class, and race on research participation (Svensson, Ramirez, 
Peres, Barnett, & Claudio, 2012).  
As noted in Malpas, Glaeser, and Pellicane (in press), a cisgender-led, White, researcher 
living in the same context as the majority of the families at GFP studying family acceptance in 
parents is limited in her ability to draw conclusions about the resiliency factors of families of 
color and how youth of color experience family acceptance and rejection from an intersectional 
perspective. This is an important limitation, as youth of color are disproportionately impacted by 
negative outcomes that result from family rejection and processes of family acceptance may look 
different for families experiencing multiple, intersectional levels of marginalization that were not 
accounted for in this study (Hatchel et al., 2019; Walker, 2015).  
Secondly and similarly, this study utilized parent self-report for both parental behavior 
and actions as well as a parent proxy method of reporting for behavior and attitude measures. 
While parent report of behaviors and attitudes is important, youth experience of parent’s 
affirmative behaviors and/or attitudes is not captured and thus our ability to connect parent 
attitudes and behaviors to their impact on youth is limited. Parent report measures are subject to 
the disconnect between parent and kid, which is already likely difficult for TGEY and their 






stress has an impact on TGEY mental health. Some studies worked to gain data from both 
parents and TGEY (see TransYouth Project; PI: Olson; Impact of early medical treatment in 
transgender youth; PI: Olson-Kennedy). Focusing on youth self-report may also reduce adultism 
(i.e., youth feeling that do not have power and that adults assume youth cannot make decisions) 
which is anecdotally noted by youth in other research (Sing, Meng, Hansen, 2014). Methods of 
participatory action and youth focused data collection are warranted for this population for future 
research. Additionally, parent report of behavior and attitudes may be flawed as caregivers in 
other studies report “not knowing what they did not know” prior to coming to services and intake 
data may not be an accurate reflection of caregiver acceptance (Malpas, Pellicane, Glaeser, in 
press; Jean Malpas, Personal Communication, 2/21/2021). Additionally, due to sampling 
limitations findings related to Dads may not be generalizable as the sample size was too low (N= 
11).  
Future research should include youth report as well as observational or clinical data 
supporting attitudes and behaviors. It may also be that a change score (attitude and behavior) or 
dosage effect (MFGs) for these data points is not the best approach, given their relative success 
in other studies (Diamond et al., 2013; Jacobson & Truax, 1992; Kiser, Donohue, Hodgkinson, 
Medoff, & Black, 2010). Yet, given the success of improving mother’s affirmative behavior, this 
methodology developed to code behaviors can be used in future research as first reflected in 
tables 1 and 2 and then in Appendix C and D. This behavior coding framework can be replicated 
over time to increase the validity of this method given the onset of larger scale parent acceptance 
intervention implementation (Matsuno & Israel, 2021). Future research should explore other 






It is also important to note that the content of the MFGs varied between participants and 
over time. As noted in the introduction, three were three types of MFG parents may have 
attended and they may have chosen specific groups given the topics or chosen their attended 
based on other factors. The varying content of the group: 1. Process/support only, 2. Semi-
Structured: Partially educational/presentation and some process and 3. Structured: Fully 
educational/presentation may be related to changes in parental attitudes and behaviors. 
Unfortunately, due to the nature of the data, type of group attended (beyond age cohort) was not 
controlled for in the study. Parents who opted to only attend psychoeducation groups may have 
benefitted differently than parents who attended more process-oriented groups or attended 
several groups in a row of varying content.  Future studies should pay close attention to which 
groups were attended by families and aim to recruit a cohort of families that attended the same 
groups over time to further understand efficacy of MFGs.  
Third, the variable constructed to represent parent minority stress is cross sectional in this 
sample, which cannot inclusively address temporal or causal hypotheses (Weston & Gore, 2006). 
While intake and follow up data were used in this study to understand parental attitudinal and 
behavior changes, due to the study methodology and limitations of community-based research, 
intake data was not available for the key variable of parental minority stress limiting our ability 
to draw conclusions in this area of the impact of the intervention over time. While conclusions 
drawn in this analysis are important due to the dearth of literature in this field and the novelty of 
quantitative data to support theoretical constructs, we cannot attribute “cause” from parent 
behaviors to MFGs to parental minority stress. Relations between sets of variables are 
hypothesized based on theory and evidence in the literature, though their directionality cannot be 






which came first: parent minority stress, MFG attendance, or parent attitudes and behaviors. This 
particular analytic limitation may be resolved through time-series and longitudinal designs, thus 
informing directions for future research. Additionally, while efforts were made to construct the 
variable using adapted versions of psychometrically validated measures of parental minority 
stress, all factors were not included and thus the variable does not encompass parental minority 
stress in its entirety and instead looks specifically at: internalized transphobia of parents and non-
affirmation of gender identity of youth in parents.  
Fourth, this study used pilot and adapted measurements to capture constructs of parent 
minority stress and parent acceptance. While a call for a quantitative measure of parent minority 
stress for parents of TGE youth was first discussed by Hidalgo & Chen (2019), there is yet to be 
a validated measure examining such a concept. Informed and adapted from The Gender Minority 
Stress and Resilience Measure (GMSR) and Perceived Parental Attitudes of Gender 
Expansiveness Youth measure (PPAGE-Y) (Hidalgo, Chen, Garofalo, & Forbes, 2017; Testa et 
al., 2015), the Parental Acceptance/Rejection/Internalization of Gender shared many components 
of two of the subscales (internalized transphobia and non-affirmation) used in this adapted 
version for parents of TGEY to reflect on components of parental minority stress. Several other 
subscales of this measure were initially collected by ultimately untenable due to low reliability 
and low participant participation. While this adapted measure provides some insight into the 
negative minority stress factors experience by parents of TGEY, a more standardized instrument 
with extensive piloting may capture this psychological process more fully. Further research to 
validate these measures through an EFA/CFA may be helpful to lead to a Minority Stress 






an attitude was measured with a single question referring to the day of the survey. This question 
may have been limited in its generalizability of parental acceptance over time.  
 Finally, perhaps most significantly, this study’s original intended methodology and scope 
was significantly transformed by the COVID-19 pandemic and limitations of real-world 
conditions. The study was intended to be a longitudinal study of dosage of group services over 
time. All families who began to receive service (beginning with an intake) from The Gender and 
Family Project from September 2019 through August 2020 were to be eligible for the study that 
measured the variables of interest at intake and follow up. Based on the proposed 11 groups from 
September – August, the analysis sought to look at behavior and attitude change and minority 
stress as a result of group attendance. However, due to the abrupt shut down of New York City in 
March of 2020, all in-person intake and subsequent group services were relocated online after 
several months of transition. Multifamily groups (i.e., where caregivers meet in one room with 
specific facilitators and youth in another at the same time with specific facilitators) offer very 
specific opportunities to parents and youth – privacy, community, relationship building that is 
not easily replicated virtually. While parents and youth did continue to meet, the schedules had 
to be changed due to limited screens and desire for privacy and the possible community building 
aspects such as families planning playdates or meeting each other and having small talk were no 
longer possible. Thus, the study was required to change course and rely more heavily on cross 
sectional data that was already collected and adjust the study period to reflect previous intake 
data (September 2018 – September 2019). The study originally proposed to have approximately 
150-200 families based on the average trends for intake and group attendance at The Gender & 






was N = 74. This change in data impacted the original proposed analytic plan (as outlined in 
Appendix J and K) and the study’s proposed power.  
 Beyond unprecedented challenges of the COVID-19 pandemic, this analysis represents 
the first real-world effectiveness study of The Gender and Family Project. While was 
hypothesized that MFG group attendance would be related to parental outcomes, the reality 
remains more complicated as many intervention variables remained uncontrolled. Variation in 
group content, time factors, and facilitation all may impact the effectiveness of groups in helping 
support parental behavior and attitudes. Future work in evaluating these MFGs should include a 
robust efficacy study in which more intervention variables were controlled to understand the 
intervention effect.  In community-based work, however, effectiveness will always depend on 
real world factors from individual, staff, and system level and may be more appropriate to inform 
service delivery models in other settings (Singal, Higgins, & Waljee, 2014).  
Moreover, beyond effectiveness considerations and the logistical impact of the pandemic 
on this dissertation project, COVID-19 and resulting lockdowns during the Spring of 2020 (when 
some of the final follow up data was collected) greatly impacted youth and caregiver well-being, 
mental health, and engagement in care. While The Gender & Family Project maintained 100% of 
family therapy after full transition to video platforms, group attendance via video platform 
dropped by 70% from pre-pandemic months. This shows that while group services are vital to 
our community, zoom fatigue, general burnout, and families having to reprioritize during this 
unprecedented time impacted group attendance and family engagement in completing follow up 
surveys. To date, several papers have warned of the increase risk to LGBTQ youth during the 
COVID-19 pandemic. Notably, lack of access to supportive communities outside their families, 






to stay at home orders has increase LGBTQ youth risk of suicide and other adverse events 
(Adelson et al., 2021; Cohen Silliman & Bosk, 2020, Salerno, Devasas, Pease, Nketia & Fish, 
2020). Future research done in this period should take these factors into account and provide 
recommendations to agencies, mental health providers, schools, and other youth facing 
organizations to support youth as well as parental acceptance during this challenging time.  
5.5 Summary and Conclusions 
The current study aimed to extend the prior literature on the impact of family acceptance 
for TGEY by understanding the impact of MFGs on parental affirmative behavior and parent 
acceptance, and parent minority stress in a real-world effectiveness study. Overall, throughout 
the intervention period, mothers increased their affirmative behaviors and attitudes toward their 
TGEY. For all parents, their parent minority stress was predicted by their attitudes and behaviors 
toward their TGEY. This study highlights the unique factors of parental minority stress facing 
caregivers of TGEY and how these stresses are impacted by caregiver attitude and behaviors 
over time. The results of this study suggest the central importance of addressing parental 
minority stress as a primary point of intervention suggests future research on parental minority 
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Appendix C: Parent Behavior Intake 
Parent Behavior Intake 
 
Questions asked directly to parents in survey: 
 
Has your child had a legal name or gender change? If so, when (mm/dd/yyyy)? 
____________________________________________________________________________ 
 






Gender identity refers to the gender the person identifies as. 





❏ Other (please indicate): _____________________________________ 
 
Gender expression refers to a person’s outward expression of gender such as clothing or hair 
preferences. Gender expression can change day to day.  
Does your child express their gender differently in different contexts? 
 
❏ Yes (please explain): _________________________________________ 
❏ No 




❏ Other (please indicate): ______________________________________________ 
 











Gender expression refers to a person’s outward expression of gender such as clothing or hair 
preferences. Gender expression can change day to day.  
Presenting child’s gender expression in school: ___________________________________ 




❏ Other (please specify): ______________________________________ 
 
A gender social transition or social affirmation refers to a change in gender expression of a 
child, such as hair, pronoun, clothing, or name in a particular setting to align more closely with 
their gender identity. If relevant, please describe the level of social and/or medical 





If yes, when did they begin transitioning (mm/dd/yyyy)? If not, please write N/A. 
____________________________________________________________________ 
 




If yes, please describe: __________________________________________________ 
 




❏ Yes, in a non-binary way (explain): __________________________________________ 
❏ N/A 
 
















❏ Yes, in a non-binary way (explain): __________________________________________ 
❏ N/A 
 




❏ Yes, in a non-binary way (explain): __________________________________________ 
❏ N/A 
 
Please list your family’s sources of support: 
❏ Family 
❏ Friends 
❏ LGBTQ community 
❏ Online parent group 
❏ Faith setting 
❏ Mental health practitioners 
❏ School 
❏ Camp 
❏ The Gender & Family Project (GFP) 
❏ Other (explain): _________________________________________________________ 
 
Of those listed above, which are the most important (choose up to 3)? 
❏ Family 
❏ Friends 
❏ LGBTQ community 
❏ Online parent group 
❏ Faith setting 
❏ Mental health practitioners 
❏ School 
❏ Camp 
❏ The Gender & Family Project (GFP) 
❏ Other (explain): _________________________________________________________ 
Gender-Related Services 
 
Has your family accessed gender-related medical services for your child? 
 If yes, please describe where you got them and the duration of services. 









If yes, please describe where you got them and the duration of services. 




Has your family accessed other gender-related social services for your child?  
If yes, please describe where you got them and the duration of services.  




Has your child/is your child receiving any puberty blocking intervention? 
 
❏ No 
❏ Yes (please explain): _____________________________________________________ 
 If yes, when did they begin (mm/dd/yyyy)? ________________________ 
Has your child received any other medical intervention (i.e., hormones, etc.)? Select all that 
apply, describe the intervention, and indicate when your child began the intervention 
(mm/dd/yyyy): 
❏ No 
❏ Yes, feminizing hormones: ________________________________________________ 
❏ Yes, masculinizing hormones: ______________________________________________ 
❏ Yes, testosterone blocking hormones: ________________________________________ 
❏ Yes, top surgery: ________________________________________________________ 
❏ Yes, bottom surgery: _____________________________________________________ 
❏ Other: _________________________________________________________________ 
 
Has your child experienced any significant medical events in their life? 
❏ No 
❏ Yes (please describe): ____________________________________________________ 




 If yes, when and with whom? _____________________________________________ 
 









Overall, how accepting is caregiver 2 of your child’s gender today (circle one)? 
 
Completely Unaccepting  Completely Accepting 
1 2 3 4 5 6 7 
 
 
Overall, how accepting is caregiver 3 of your child’s gender today (circle one)? 
 
Completely Unaccepting  Completely Accepting 
1 2 3 4 5 6 7 
 
  
Overall, how accepting is caregiver 4 of your child’s gender today (circle one)? 
 
Completely Unaccepting  Completely Accepting 
1 2 3 4 5 6 7 
 
Overall, how accepting do you find Sibling 1 to be of your child’s gender today (circle one)? 
Completely Unaccepting  Completely Accepting 
1 2 3 4 5 6 7 
 
 
Overall, how accepting do you find Sibling 2 to be of your child’s gender today (circle one)? 
Completely Unaccepting  Completely Accepting 
1 2 3 4 5 6 7 
 
 
Overall, how accepting do you find Sibling 3 to be of your child’s gender today (circle one)? 
Completely Unaccepting  Completely Accepting 










Does your child have any LGBTQ family members or close friends? If so, who are they? 
 
❏ Yes (please specify): _____________________________________________________ 
❏ No 
 
Gender identity refers to the gender the person identifies as. 
How old was your child when they first questioned their gender identity? _____________ 
What was your reaction at the time? Please write at least one sentence: 
______________________________________________________________________________ 
 
How accepting were you of your child’s gender identity at the time (circle one)? 
Completely Unaccepting  Completely Accepting 
1 2 3 4 5 6 7 
 
At what age did your child first display gender-expansive behaviors? _________________ 
Please describe these behaviors:  
______________________________________________________________________________ 
What was your reaction at the time? Please write at least one sentence: 
______________________________________________________________________________ 
 
How accepting overall did you find yourself to be of your child’s gender at this time (circle 
one)? 
Completely Unaccepting  Completely Accepting 
1 2 3 4 5 6 7 
At what age did your child’s gender identity first discussed? ________________________ 
What was your reaction at the time? Please write at least one sentence: 
______________________________________________________________________________ 
How accepting overall did you find yourself to be of your child’s gender at this time (circle 
one)? 
Completely Unaccepting  Completely Accepting 
1 2 3 4 5 6 7 
 
Gender expression refers to a person’s outward expression of gender such as clothing or hair 
preferences. Gender expression can change day to day.  
At what age did your child’s gender expression first discussed? _____________________ 








Overall, how accepting did you find yourself to be of your child’s gender at this time (circle 
one)? 
Completely Unaccepting  Completely Accepting 
1 2 3 4 5 6 7 
To whom did the child first disclose their gender identity? _________________________ 
Overall, how accepting is your child of their own gender identity (circle one)? 
Completely Unaccepting  Completely Accepting 
1 2 3 4 5 6 7 
Please describe the major milestones of the gender identity development of your child (key 
events, changes, conversations) and the child’s age at the time: 
______________________________________________________________________________ 
 
Where do you see your child in 5 years? 
______________________________________________________________________________ 
 
If you were to answer this question for your child, where does your child see themself in 5 years? 
______________________________________________________________________________ 
What does the journey look like for your child? What are the steps? 
______________________________________________________________________________ 
If you were to answer this question for your child, what does your child see the journey like? 
What are the steps? 
______________________________________________________________________________ 
Do your answers differ? If so, why do you believe your answers are different? 
______________________________________________________________________________ 
 
Clinician Rating of Parent Behavior 
 
What is the referral source? ________________________ 
 



















Research Scoring for Parent Behavior at Intake  
 
Behavior Yes No  N/A 
1. Pronouns used by parent align with 
child’s preferred pronoun 
   
2. Medical Services Accessed/In 
process (if applicable)  
   
3. Legal Services Accessed/In process 
(if applicable) 
   
4. Parent affirmative reaction to gender 
expansiveness when first disclosed  
   
5. Parent and child ideas align for 
child’s gender in the future 
   
6. Social affirmation and/or transition 
when requested by child in various 
settings  
   
7. Caregivers access specialized gender 
services such as GFP 
   
8. Caregivers access specialized gender 
services in addition to GFP 
   
9. Caregiver self-referred     
10. Caregiver outness to larger social 
network about child’s gender identity  
   
11. Caregiver accessed resources such as 
books 
   
12. Caregiver accessed resources such as 
online support 
   
13. Caregiver acted on services as soon 
as applicable  
   
Total Applicable     









Appendix D: Parent Behavior Follow-up 
Parent Behavior Follow-up 
Parent Behavior and Intervention Survey Response 
1. Does your child currently attend any of the following support groups/services (check all that 
apply): 
a. Individual therapy 
b. Group therapy (other than at GFP) 
c. Social/activity group for trans/non-binary/gender expansive youth 
d. School group for LGBT students 
e. Camp for trans/ non-binary/gender expansive youth  
f. Other (please specify) 





Books about gender expansive children or families    
On-line information or resources    
On-line support groups    
 





Books about gender expansive children or families    
On-line information or resources    
On-line support groups    
 
4. How many of your extended family (e.g. grandparents, aunts/uncles, cousins) know about 
your child’s gender identity? 
a. None 
b. A few 
c. Most 
d. All 
5. Do you call your child by their preferred gender pronoun? 
a. Yes, all the time 
b. Yes, most of the time 
c. Sometimes 
d. No 
6. Do other members of your family call your by their preferred gender pronoun? 
a. Yes, all the time 
b. Yes, most of the time 
c. Sometimes 
d. No 
7. What is your child’s gender presentation like in school? 
a. My child presents at school like their sex assigned at birth 






c. My child presents in different ways at school, depending on the day. 
d. Other (please specify) 
8. Do any of the staff/teachers at your child’s school know that they are transgender, gender 
non-binary, or gender expansive? 
a. Yes, everyone knows 
b. Yes, some people know 
c. No, no one knows 
9. [If a or b to #4] Which of the following (if any) did you do for/with your child’s school 
(check all that apply)? 
a. I/we sent a letter to the principal 
b. I/we sent a letter to child’s teacher(s) 
c. I/we sent a letter to other parents in the child’s class 
d. I/we met with principal/school administrators 
e. I/we met with child’s teachers individually 
f. I/we met with child’s teachers as a group 
g. I/we met with the school social worker or psychologist 
h. I/we met with PTA or other parent group 
i. I/we visited class to talk with fellow students 
j. I/we advocated for teacher training around gender issues 
k. Other (please specify) 
10. Does your child currently have medical provider that they see for transgender-related medical 
care? 
a. Yes 
b. No, we are currently exploring options for transgender related medical care for our 
child 
c. No, we are on a waiting list to be seen by a provider or clinic specializing in 
transgender health care 
d. No, our child does not need transgender-related medical care 
e.  
11. Have you completed or are you in the process of legally changing your child’s name or 
gender marker on legal records to match their gender identity? 
a. Yes  go to #8 
b. No  go to #9 
12. [If yes] Which of the following have you changed? (Check all that apply) 
a. Birth Certificate 
b. Social Security Records 
c. Student Records 
d. Health Insurance 
e. Medical Records 
f. Passport 
g. Other ID (please specify) 
13.  [If no] Please indicate why you haven’t legally changed your child’s name or gender 
marker? (check all that apply) 
a. The gender options that are available (male or female) do not fit my child’s gender 
identity.  






c. Our request was denied. 
d. I have not tried to do this yet.  
e. I am not ready to change my child’s name/gender marker. 
f. I cannot afford it. 
g. I do not know how to do this.  
h. My child has not had the medical treatment needed to change their gender marker on 
their ID.  
i. I can’t get a doctor’s letter or other letter that is needed to update the gender.  
j. I am worried that if I change my child’s name/gender, they might not be able to get 
some benefits or services.  
k. A reason not listed above (please specify) ____________________ 
 
Research Scoring for Parent Behavior at Follow up 
 
Behavior Yes No  N/A 
1. Pronouns used by parent align with 
child’s preferred pronoun 
   
2. Medical Services Accessed/In 
process (if applicable)  
   
3. Legal Services Accessed/In process 
(if applicable) 
   
4. Parent affirmative reaction to gender 
expansiveness when first disclosed  
   
5. Parent and child ideas align for 
child’s gender in the future 
   
6. Social affirmation and/or transition 
when requested by child in various 
settings  
   
7. Caregivers access specialized gender 
services such as GFP 
   
8. Caregivers access specialized gender 
services in addition to GFP 
   
9. Caregiver self-referred     
10. Caregiver outness to larger social 
network about child’s gender identity  
   
11. Caregiver accessed resources such as 
books 
   
12. Caregiver accessed resources such as 
online support 
   
13. Caregiver acted on services as soon 
as applicable  
   
Total Applicable     









Appendix E: Parental Acceptance Attitude 
Parental Acceptance Attitude 
 
Intake and Follow-up 
 
Overall, how accepting are you of your child’s gender today (circle one)? 
 
Completely Unaccepting  Completely Accepting 









Appdix F: Parent Minority Stress Factors 
Parental Acceptance/Rejection/Internalization of Gender Expression 
 
Note: These items were adapted from two measures: 
 
Testa, R. J., Habarth, J., Peta, J., Balsam, K., & Bockting, W. (2015). Development of the gender 
minority stress and resilience measure. Psychology of Sexual Orientation and Gender 
Diversity, 2(1), 65-77. 
 
Hidalgo, M. A., Chen, D., Garofalo, R., & Forbes, C. (2017). Perceived Parental Attitudes of 
Gender Expansiveness: Development and Preliminary Factor Structure of a Self-Report Youth 
Questionnaire. Transgender Health, 2(1), 180-187. 
 
We have interspersed items from 4 subscales (text formatting indicates items from each scale): 
1. Non-affirmation of gender identity 
2. Parental acceptance2 
3. Internalized Transphobia 
4. Pride 
 
Question Stem: Parents/Caregivers have different feelings about their childrens’ gender 
identity/expression. Please read through the following, and indicate how often (if ever) you have 
experienced each: 
 
Response Options: 5-point scale from 1 = strongly disagree to 5 = strongly agree 
 
Non-affirmation of gender identity 
- I have difficulty perceiving my child as their gender. (#1) 
- My child has had to repeatedly explain their gender identity to me or correct the pronouns 
I use. (#2) 
- My child has had to work hard for me to see their gender accurately. (#9) 
- I find it hard to respect my child’s gender identity or expression. (#11) 
 
Internalized Transphobia 
- I resent my child’s gender identity or expression. (#5) 
- When I think of my child’s gender identity or expression, I feel depressed.(#6) 
- I envy people who do not have a child with a gender identity or expression like my 
child’s (#8) 
- I often ask myself: Why can’t my child’s gender identity or expression just be normal? 
(#10) 
- My child’s gender identity or expression makes me feel like a freak. (#15) 
- I find it hard to understand my child because I don’t see their gender as they do.(#16)  
 
 







- I am proud of my child (#3) 
- My child can be who they really are around me (#4) 
- I advocate for my child’s rights as a gender-expansive/trans* child (#17) 
- I am supportive of my child’s gender transition (#18) 
- I protect my child and defend them against others prejudice against gender-
expansive/trans* people (#12) 
 
Pride 
- My child’s gender identity or expression makes me feel special and unique. (#7) 
- My child is like other people but they are also special because their gender identity is 
different from their sex assigned at birth. (#13) 
- I have no problem talking about my child’s gender identity and gender history to almost 
anyone. (#14) 
- It is a gift that my child’s gender identity is different from their sex assigned at birth. 
(#19) 
- I am proud to be a parent of a child whose gender identity is different from their sex 














(child who brings you here, if there is more than one child who brings you here please fill out 
two forms) 
 
Has your child had a legal name or gender change? If so, when (mm/dd/yyyy)? 
____________________________________________________________________________ 
 
Child’s date of birth (mm/dd/yyyy): ______________________________________________ 
 






Gender identity refers to the gender the person identifies as. 
 





❏ Other (please indicate): _____________________________________ 
 
Gender expression refers to a person’s outward expression of gender such as clothing or hair 
preferences. Gender expression can change day to day.  
 
Does your child express their gender differently in different contexts? 
 















❏ Other (please indicate): ______________________________________________ 
 





❏ Other (please indicate): ______________________________________________ 
 
Sexual orientation refers to a person’s physical, romantic, emotional, aesthetic, and/or other form 
of attraction to others. In Western cultures, gender identity and sexual orientation are not the 
same. Trans people can be straight, bisexual, lesbian, gay, asexual, pansexual, queer, etc. just 
like anyone else. For example, a trans woman who is exclusively attracted to other women would 
often identify as lesbian.  
 











❏ Not yet applicable 
 
Child’s race/ethnicity: 
❏ Native American/First Nation/Alaskan Native/Indigenous (please specify): _________ 
❏ Native Hawaiian/Pacific Islander (please specify): _________________________ 
❏ East Asian (please specify): _________________________ 
❏ South and South East Asian (please specify): _________________________ 
❏ Black/African American (please specify): _________________________ 
❏ Latino/Latina/Latinx/Hispanic/Spanish (please specify): _________________________ 
❏ Middle Eastern/North African (please specify): _________________________ 
❏ Mixed Race (please specify): _________________________ 
❏ Other (please specify): _________________________ 
❏ White (please specify): _________________________ 

















❏ Other: _______________________________ 










❏ Other: _______________________________ 
 
Whom does your child live with? ________________________________________________ 
 
Marital status of caregivers/co-parents? 
 
❏ Married and living together 
❏ Married and separated 
❏ Single, never married 





The following questions refer to Caregiver 1 (you): 
 
Caregiver 1 month and year of birth (mm/yyyy)? ___________________________________ 
 
Caregiver 1 race/ethnicity (please specify)? 
❏ Native American/First Nation/Alaskan Native/Indigenous (please specify): _________ 
❏ Native Hawaiian/Pacific Islander (please specify): _________________________ 
❏ East Asian (please specify): _________________________ 






❏ Black/African American (please specify): _________________________ 
❏ Latino/Latina/Latinx/Hispanic/Spanish (please specify): _________________________ 
❏ Middle Eastern/North African (please specify): _________________________ 
❏ Mixed Race (please specify): _________________________ 
❏ Other (please specify): _________________________ 
❏ White (please specify): _________________________ 


















❏ Other (please describe): ______
 
Overall, how accepting are you of your child’s gender today (circle one)? 
 
Completely Unaccepting  Completely Accepting 
1 2 3 4 5 6 7 
 
Caregiver 1 Profession: _______________________________________________________ 
 










Caregiver 1 Highest Level of Education 
(please specify): 
 
❏ Some High School: _______ 
❏ High School Graduate: _______ 
❏ Associate’s Degree: _______ 
❏ Bachelor’s Degree: _______ 
❏ Master’s Degree: _______ 








How many siblings does the presenting child have? ______________________________ 
If the presenting child has more than three siblings, please answer the following questions in 
reference to the three siblings closest in age to the presenting child. 
 
Sibling 1 
Sibling 1 month and year of birth (mm/yyyy): _______________________________ 
 




❏ Other (please indicate): __________________________ 











Sibling 1 racial identity (please specify): 
❏ Native American/First Nation/Alaskan Native/Indigenous (please specify): _________ 
❏ Native Hawaiian/Pacific Islander (please specify): _________________________ 
❏ East Asian (please specify): _________________________ 
❏ South and South East Asian (please specify): _________________________ 
❏ Black/African American (please specify): _________________________ 
❏ Latino/Latina/Latinx/Hispanic/Spanish (please specify): _________________________ 
❏ Middle Eastern/North African (please specify): _________________________ 
❏ Mixed Race (please specify): _________________________ 
❏ Other (please specify): _________________________ 
❏ White (please specify): _________________________ 
Overall, how accepting do you find Sibling 1 to be of your child’s gender today (circle one)? 
Completely Unaccepting  Completely Accepting 









Appendix H: Amendments to Proposed Study 




 At the time of proposal, the MFG follow up survey period was initially determined to be 
6 months after a family’s intake between September 2019 and August 2020. However, due to the 
COVID-19 pandemic, all in person intervention services were stopped after February 2020. Data 
collection was therefore moved retrospectively to an intervention period of September 2018 
through February 2020.  
 
Sample Size  
 Due to COVID-19 pandemic, follow-up data collection was significantly impacted. As a 
result, only 74 families (out of a proposed 200) met criteria for intake and follow up studies in 




 Due to limitations of sample size, several outcome measures were removed from the 
analysis to adjust for limited statistical power. These measures were the Parent Experiences of 
Discrimination, Rejection, and Resilience, Child Life Satisfaction, Child Family Relationships, 
and the Pride and Parental Subscales of the Parental Acceptance/Rejection/Internalization of 
Gender Expression Measure. These determinations were made based on missing data analysis, 
research questions, and preliminary data analysis. Further information about the scales that were 
removed can be found below:  
Parent Experiences of Discrimination, Rejection, and Resilience was measured using 





2015). This 20-item measure has three subscales: gender-related discrimination, gender-related 
rejection, and resilience (pride and community connectedness). Participants used a 5-point Likert 
scale (Never = 0, Once = 1,A couple times = 2, A few times = 3, Many times = 4. ; I don’t know 
= n/a) to respond to the question stem “Parents/Caregivers sometimes have different experiences 
as a result of their child’s gender identity/expression. Please read through the following and 
indicate how often (if ever) you have experienced each.” Gender-related rejection was assessed 
with questions such as, “I have been rejected by or made to feel unwelcome by my ethnic/racial 
community because of my child’s gender identity or expression.” Gender-related discrimination 
was assessed with questions such as, “I have had difficulty finding a romantic partner or have 
had a relationship end because of my child’s gender identity or expression.” Minority stress 
researchers, namely those studying minority stress in transgender communities have 
conceptualized and validated resilience as combining two factors: pride and community 
connectedness (Hendricks & Testa, 2012; Testa, Habarth, Peta, Balsam, & Bockting, 2015). 
Pride was assessed by questions such as, “I have become a better parent because of my child’s 
gender identity or expression” and community connectedness was assessed by questions such as, 
“I feel like a member of a new supportive community because of my child’s gender identity or 
expression” respectively. The GMSR measure was initially validated with a sample of 
transgender adults, N = 844 (Testa, Habarth, Peta, Balsam, & Bockting, 2015) The GMSR 
measure was also validated with a sample of transgender adolescents, N = 258 (Hidalgo, Petras, 
Chen, & Chodzen, 2019). Convergent validity was supported in a sample of transgender adults 
through positive relations with life stress for discrimination and rejection scores and through 
positive relations with social support for resilience scores (Testa, Habarth, Peta, Balsam, & 





positive relations with life stress for discrimination and rejection scores and through positive 
relations with parent support for resilience scores (Hidalgo, Petras, Chen, & Chodzen, 2019). 
Total scores were calculated for each subscale based on summed values assigned to possible 
response options. No items in this adaptation are reverse coded. Higher scores for each subscale 
indicate higher levels of discrimination, rejection, and resilience respectively. The original 
validated with a sample of transgender adults yielded a Cronbach’s α of: .61 for gender related 
discrimination subscale, .71 gender-related rejection subscale, and .90 for pride (Testa, Habarth, 
Peta, Balsam, & Bockting, 2015). The validation of a transgender adolescent sample yielded a 
Cronbach’s α of: .80 for gender related discrimination subscale, .82 gender-related rejection 
subscale, .90 for pride, and .86 for community connectedness. (Hidalgo et al., 2019). Due to 
sample size limitations, this measure was removed from analysis.  
Parent Reported Family Gender Minority Stress 
 
Discrimination, rejection, and resilience  
A. Experiences of discrimination, rejection, and resilience – PARENTS 
 
Note: This measure was adapted from the following scale: Testa, R. J., Habarth, J., Peta, J., 
Balsam, K., & Bockting, W. (2015). Development of the gender minority stress and resilience 
measure. Psychology of Sexual Orientation and Gender Diversity, 2(1), 65-77. 
 
Question Stem: Parents/Caregivers sometimes have different experiences as a result of their 
child’s gender identity/expression. Please read through the following, and indicate how often (if 
ever) you have experienced each: 
 




1. I have had difficulty getting medical or mental health treatment (transition-related or 
other) for my child because of their gender identity or expression. 
2.  Because of my child’s gender identity or expression, I have had difficulty finding a 
bathroom for them to use when out in public. 






4. I have had difficulty finding housing or staying in housing because of my child’s gender 
identity or expression. (e.g., in residential program, camp, or hospital) 
5.  I have had difficulty finding a romantic partner or have had a relationship end because of 
my child’s gender identity or expression. 
Rejection 
6. I have been rejected or made to feel unwelcome by a religious community because of my 
child’s gender identity or expression. 
7. I have been rejected by or made to feel unwelcome by my ethnic/racial community 
because of my child’s gender identity or expression. 
8. I have been rejected or distanced from family because of my child’s gender identity or 
expression. 
9. I have been rejected or distanced from friends because of my child’s gender identity or 
expression. 
Resilience  
10. I feel like a member of a new supportive community because of my child’s gender 
identity or expression. 
11. I have become a better parent because of my child’s gender identity or expression. 
12. I have grown as a person because of my child’s gender identity or expression. 
13. I have become more empathetic because of my child’s gender identity or expression. 
14. I’ve become more skilled in navigating medical care because of my child’s gender 
identity or expression. 
Child Mental Health (Child Life Satisfaction and Child Family Relationships subscales) These 
subscales were measured by parent proxy using the PROMIS Parent Proxy Health measures. 
These National Institutes of Health Patient Reported Outcome Measurement Information system 
parent proxy short forms assess child mental health in four domains: anxiety, depression, family 
relationships, and life satisfaction. Each question had five response options ranging in value from 
one to five (Never = 1, Rarely = 2, Sometimes = 3, Often = 4, Almost Always = 5). To find the 
total raw score for a short form with all questions answered, the sum the values of the response 
to each question are calculated. Raw scores were converted to nationally normed t-scores such 
that a score of 50 represents the national mean (SD = 10) using an online system, 
HealthMeasures Scoring Service powered by Assessment Center (Forrest et al., 2018; Irwin et 
al., 2012). These measures were used in this TGEY population in prior literature to understand 





parent-proxy measures across known subgroups. Question examples are stated below with the 
stem “in the past seven days.” Nationally representative samples of children with a variety of 
health conditions, mental health conditions, and healthy controls yield Cronbach’s alphas 
between .75 and .85 on the emotional health scales depending on child age (depression and 
anxiety). Cronbach’s alphas consistently increased from age 2 through 17 for both domains.  
Child Quality of Life – Parent Proxy 
 
Please respond to each question or statement by marking one box per row. 
 
In the past seven days… 
 










1. My child was satisfied 
with their life. 
☐ ☐ ☐ ☐ ☐ 
2. My child was happy with 
their life. 
☐ ☐ ☐ ☐ ☐ 
3. My child has a good life. ☐ ☐ ☐ ☐ ☐ 
4. My child has what they 
wanted in life. 
☐ ☐ ☐ ☐ ☐ 
 
Child Family Relationships – Parent Proxy 
 
Please respond to each question or statement by marking one box per row. 
 
In the past seven days… 
 







1. My child felt they had a 
strong relationship with 
our family. 
☐ ☐ ☐ ☐ ☐ 





really important to our 
family. 
3. My child felt they got all 
the help they needed from 
our family. 
☐ ☐ ☐ ☐ ☐ 
4. Our family and my child 
had fun together. 
☐ ☐ ☐ ☐ ☐ 
 
 
Parent Acceptance/Rejection/Internalization of Gender Expression (Pride and Parental 
Acceptance Subscales). Convergent validity of parental acceptance was supported in the 
transgender adolescent sample through positive relations with social support scales (Hidalgo, 
Chen, Garofalo, & Forbes, 2017) .For the parental acceptance subscale, the PPAGE scale yielded 
a Cronbach’s α of .88 (Hidalgo, Chen, Garofalo, & Forbes, 2017). Parental acceptance was 
assessed such as “My child can be who they really are around me.” Pride was assessed such as “I 
have no problem talking about my child’s gender identity and gender history to almost anyone.” 







Appendix I: Results from Proposed Study 
Research Questions, Hypotheses, and Results from Original Proposed Study 
 
This project sought to answer the following research questions: 
1. What is the relationship between attending MFGs and affirmative behavior 
change for parents over 6 months? 
2. What is the relationship between attending MFGs and affirmative self-reported 
acceptance change for parents over 6 months? 
3. What is the relationship between group attendance and child mental health 
outcomes? 
4. What is the relationship between group attendance and parental minority stress? 
5. Is the relation between group services and child mental health mediated by parent 
behavior and/or attitude change? 
6. Is the relation between group services and parental minority stress medicated by 
parent behavior and/or attitude change? 
Despite the research on the importance of family acceptance (behavior and attitudes) on 
child’s mental health and parent minority stress and the assumption that MFGs may produce this 
change, these relationships had never before been directly studied. This study was designed to 
test the impact of MFG services on child mental health and parental minority stress of TGEY 





This study examined both direct and indirect effects between use of MFG services, 
behavior and attitude change in parents, parental minority stress, and child mental health 
outcomes. Specifically, this study examined the following three sets of hypotheses:  
1. Aligned with prior studies on the impact of MFG and unique stressors faced by 
caregivers of TGEY (Hidalgo & Chen, 2019; Kolbuck, Muldoon, Rychlik, Hidalgo, 
& Chen, 2019; Malpas, 2011; Malpas, Glaeser, & Giammattei, 2018; Ryan, Huebner, 
Diaz, & Sanchez, 2009), it was hypothesized that there would be significant positive 
direct relation between MFG attendance and affirmative behavior change and self-
reported increase in acceptance of TGEY by parents in MFG services. It was also 
hypothesized that there would be a significant positive direct relation between MFG 
group attendance and child mental health, with a negative relation for child anxiety 
and depression3. Furthermore, it was hypothesized that there would be significant 
negative direct relation between MFG attendance and parental minority stress.  
2. Aligned with the prior literature on therapeutic change indices and the impact of 
parent training on child well-being (Diamond et al., 2013; Jacobson & Truax, 1992; 
Menting, de Castro, & Matthys, 2013), in the second set of analysis, it was 
hypothesized that the relation between MFG service attendance and child mental 
health would be mediated by parent behavior change. As such, the current study 
planned to create a composite outcome variable with child and parent outcomes to 
understand this relationship. It was also hypothesized that the relation between MFG 
service attendance and parent minority stress was mediated by parent behavior 
 
3 Hypotheses originally included additional variables for child mental health and parental minority stress, however 
due to sample size limitations outcomes variables were limited to composite scores. More information about these 





change. Secondly, it was hypothesized that the relation between MFG service 
attendance and child mental health was mediated by parent attitude change. It was 
also hypothesized that the relation between MFG service attendance and parent 
minority stress is mediated by parent attitude change. 
3. In a final set of analysis, it was hypothesized that group attendance predicts child 
mental health and parent minority stress through parental behavior and attitudinal 
change as a result of attending group, aligned with clinical recommendations in the in 
the field (Chodzen, Hidalgo, Chen, & Garofalo, 2019; Malpas, 2011; Menvielle & 







Chapter IV: Results (original analysis) 
The current chapter describes the data cleaning and analysis process and reports the results of the 
study. Data analyses were conducted and are thus described here in two phases: (1) preliminary 
analyses, which included data cleaning procedures, normality assumptions, descriptive statistics, 
and correlation analysis; followed by (2) primary analyses, which included test of model fit, 
direct associations, and indirect associations. For an explanation and results of each hypothesis, 
see Table 9. This table outlines each set of hypotheses (i.e., bivariate correlations, direct 
associations, and indirect associations), and reports whether the data demonstrate support for 
each. Each of these steps is outlined below, along with results as compared to the study’s three 
sets of hypotheses. 
Preliminary Analyses  
In the first phase, preliminary analyses were performed to prepare the dataset for primary 
analysis and describe the makeup of the sample. To outline these processes, the current section 
describes data cleaning procedures, normality assumptions, descriptive statistics, and correlation 
analyses.  
Data cleaning procedures.  
First, data were cleaned in SPSS 27.0 to ensure results were accurate and relevant. 
Variables from multiple datasets across two time points were aggregated into one dataset for the 
purpose of these analyses. Attendance data was collected and added as a variable in the dataset. 
These procedures were conducted after removing ineligible or duplicate follow from the study, 
as specified in the method. The remaining 59 participants were missing an average of 3 items 





(MCAR; Little & Rubin, 2014) test was used to determine whether data were missing at random 
or in a systematic way. This was done to determine whether missing data should be replaced by 
expectation-maximization (if missing at random) or multiple imputation through logistic 
regression (if missing systematically). Results of the MCAR test demonstrated that data were 
missing completely at random, rather than due to a systematic bias (χ2 = 70.251, df = 2350, p = 
1.00). Missing data were thus not replaced. However, one scale, The Gender Minority Stress 
scale was missing from approximately 30% of participants so it was removed from the path 
analysis.4 Additionally, only cases with all variables in the path analysis listwise were included 
in the path analysis leading the final N for path analysis to be 46.  
Normality assumptions 
Data were screened to determine whether they met guidelines for univariate normality 
(i.e., skewness < 3.0, kurtosis < 10.0; Weston & Gore, 2006). All variables of interest met 
benchmarks for univariate normality. The data were then tested for outliers. Because no case had 
a significant value of Mahalanobis D2 (p < .001), no outliers were identified, and the data met 
multivariate normality assumptions.  
Descriptive statistics 
Third, SPSS was used to compute descriptive statistics (e.g., the ranges of scores, means, 
medians, modes, and standard deviations for all items). Internal consistencies were also 
computed for all scales used in the study. All scales demonstrated acceptable internal consistency 
reliabilities (Ponterotto & Ruckdeschel, 2007), with alpha values ranging from .78 (Parental 
 
4 This pilot measure may not have adequately captured family experience and left respondents feeling like some 






Acceptance/Rejection/Internalization of Gender Expression – Internalized Transphobia) to .94 
(Child Anxiety – Parent Proxy).  
Correlational Analysis 
Hypothesis 1 was tested by exploring bivariate correlations in SPSS 27.0. These relations 
were examined before conducting analysis by using benchmarks for small (r = .10), medium (r = 
.30), and large (r = .50) effect sizes (Cohen, 1992). Results were mixed in terms of consistency 
with Hypothesis 1. In terms of group attendance and its impact on dependent variables, (1) group 
attendance yielded a non-significant, positive relationship with Child Anxiety and Depression (r 
=. 19) and non-significant, negative relationship with Parental Internalized Transphobia and 
Non-Affirmation of Gender Identity (r = -.02). Group attendance also yielded non-significant, 
positive relationships with (3) behavior change (r = .06) and (4) attitude change ( r = .14).  
 In terms of the mediators, (1) Attitude change behavior change yielded a non-significant, 
negative relationship with Child Anxiety and Depression (r = - .02) and non-significant, positive 
relationship with Parental Internalized Transphobia and Non-Affirmation of Gender Identity (r = 
.09). However, caregiver attitude acceptance at baseline yielded significant correlations with 
Parental Minority Stress Factors (r = -.69, p <.01) and its subscales, Parent Internalized 
Transphobia (r = -.71, p < .01) and Parent Non-Affirmation of Gender Identity (r = -.54, p < .01. 
Caregiver attitude acceptance at follow up also yielded significant correlations with Parental 
Minority Stress Factors (r = -.82, p <.01) and its subscales, Parent Internalized Transphobia (r = 
-.73, p < .01) and Parent Non-Affirmation of Gender Identity (r = -.75, p < .01. (2) Behavior 
change yielded a non-significant, negative relationship with Child Anxiety and Depression (r = - 





However, caregiver baseline behavior yielded significant correlations with Parental Minority 
Stress Factors (r = -.48, p <.01) and its subscales, Parent Internalized Transphobia (r = -.47, p < 
.01) and Parent Non-Affirmation of Gender Identity (r = -.41, p < .01. Family behavior at 
baseline (r = .56, p < .01) and at follow up (r = .32, p < .05) were significantly related to attitude 
at baseline. These results are discussed in terms of support for their hypothesized correlations in 
the Summary of Findings section.  
Primary Analyses 
The current section outlines the study’s primary analyses. First, the procedures and results of the 
path analysis are explained. This is followed by a description of model fit, direct associations, 
and indirect associations. Finally, a summary of findings is provided. 
Path analysis 
 The study used a path analysis design – a particular form of structural equation modeling 
– to analyze the model’s goodness of fit with the data. Path analysis is used to describe directed 
correlations in which the independent variable (e.g., group attendance) is not manipulated, and 
has a potential causal association with dependent variables. The hypothetical relationships 
between these variables and all other variables in the model are represented in a path model. The 
purpose of the model is to account for variation and covariation of the variables. 
Due to the small final sample size, a latent variable structural equation model was not 
used as originally planned; instead, manifest variables were used with composite scores for 
dependent variables were determined using correlational data. First, Child Mental Health 
outcomes was determined by summing child anxiety scores and child depression scores for to a 
final variable called “Child Anxiety and Depression.” Second, a “Parental Minority Stress 





of Gender Identity. Additionally, only cases with all variables in the path analysis listwise were 
included in the path analysis leading the final N for path analysis to be 46. 
 Path analyses describe direct relationships, such as those between group attendance and 
child anxiety and depression, and indirect associations, such as the role of parent behavior 
change as a mediator between these variables. There are two types of variables in a path analysis 
model: (1) exogenous variables, or those whose variances are not explained by other variables in 
the model, and (2) endogenous variables, or those whose variances are considered in part to be 
explained by other variables in the model. Paths are drawn between variables to represent their 
relationships which can be unidirectional, indicating causality in one direction or bidirectional, 
indicating causality in both directions.  
AMOS for IBM SPSS 27.0 was used to analyze the path model. The study’s model was 
developed by the primary investigator based on literature in the field and clinical experience of 
The Gender & Family Project (see Figure 3). The final model can be seen in Figure 2 and 
represents hypothetical relations between one exogenous variable (group attendance) and four 
endogenous variables (behavior change, attitude change, child anxiety and depression, and parent 
minority stress factors). Each of the rectangular boxes in the path diagram represents a measured 
variable. While it was intended to use latent variable analysis in in the proposed study for the 
dependent variables (child anxiety and depression, and parental minority stress factors) due to 
sampling limitations, composite scores were used instead and represented in rectangular boxes. 
Modifications can be seen in Figure 3 and 4 below. To describe support for hypotheses, the 
following results are reported: (1) model fit indices, indicating whether the model is a good fit to 





associations or the interrelations between two variables mediated through a third variable in the 
model.  
Model fit. Model fit for each was evaluated in AMOS using maximum likelihood estimation 
(ML). The following fit indices were used to determine fit, in accordance with guidelines 
suggested by Weston & Gore (2006) for studies with samples < 500: Chi-square test of model fit 
(χ2), Root Mean Square Error Of Approximation (RMSEA), Comparative Fit Index (CFI), 
Tucker Lewis Index (TLI), and Standardized Root Mean Square Residual (SRMR). The first, χ , 
indicates misspecifications of the model; smaller values indicate better fit. RMSEA is a fit index 
which corrects for the complexity of a model; values < .10 are widely considered to indicate 
acceptable fit. GFI and TLI are incremental fit indices comparing the model’s fit with a null 
model in which no relationships exist between variables; values range from 0 to 1.0, with values 
> .90 widely considered to indicate acceptable fit. The model was deemed to be a reasonable fit 
to the data, the model χ2 was not significant p = .309 and is sensitive to sample size. The model 
fit summary is as follows: (χ2(1) = 1.04, p = .309; GFI = 0.99; RMSEA = 0.028(90% CI = 0.00, 
0.397); TLI = 1.128; CFI = .00, and SRMR = .040. The model explained 1.9% of the variance 
caregiver attitude change, .3% of the variance in caregiver behavior change, 6.6% if the variance 
in parent minority stress factors, and 4.1% of the variance in child anxiety and depression.  
Direct associations. Hypothesis 1 was also tested in AMOS for SPSS 27.0 by exploring direct 
associations between variables of interest. See Figure 4 below for standardized path coefficients 
of significant and non-significant direct associations. In terms of group attendance, (1) group 
attendance yielded a non-significant positive association with behavior change (β = .057, p > 





attendance \ yielded non-significant positive association with Child Anxiety and Depression (β = 
.201, p > .05) and Parental Minority Stress Factors (β = -.042, p > .01).  
Indirect associations. Hypothesis 2 and 3 were tested by exploring indirect associations 
between variables of interest. Indirect associations were tested in AMOS through partial 
mediation Aligned with the prior literature on therapeutic change indices and the impact of 
parent training on child well-being (Diamond et al., 2013; Jacobson & Truax, 1992; Menting, de 
Castro, & Matthys, 2013), in the second set of analysis, it is hypothesized that the relation 
between MFG service attendance and child mental health will be mediated by parent behavior 
change. It is also hypothesized that the relation between MFG service attendance and parent 
minority stress was mediated by parent behavior change. Secondly, it is hypothesized that the 
relation between MFG service attendance and child mental health is mediated by parent attitude 
change. It is also hypothesized that the relation between MFG service attendance and parent 
minority stress is mediated by parent attitude change. Finally, it is hypothesized that group 
attendance predicts child mental health and parent minority stress through parental behavior and 
attitudinal change as a result of attending group, aligned with clinical recommendations in the 
field (Chodzen, Hidalgo, Chen, & Garofalo, 2019; Malpas, 2011; Menvielle & Rodnan, 2011). 
To determine the significance of indirect associations, 90% confidence intervals (CIs) were 
examined; if the unstandardized CI did not contain zero, the indirect association was considered 
to be significant at least at the p < .05 value (Mallinckrodt, Abraham, Wei, & Russell, 2006). 
There were zero significant indirect associations. First, group attendance yielded non-significant 
effects on Child Anxiety and Depression through behavior change mediation (B = -.00 [90% CI: -
.04, .12], β =-.01) and attitude change mediation (B = -.00 [90% CI: -.29, .25], β =-.00) . Second, 





change mediation (B = .01. [90% CI: .-.06, .21.], β = .03). and through attitude change mediation 
(B = .01. [90% CI: .-.03, .41.], β = .02). 
Summary of Findings  
Overall, there was no support for the hypotheses specified. Contrary to hypothesis 1, 
which predicted a direct, negative relationship between group attendance over the intervention 
period and child mental health, no relationship was found. Additionally, a direct, positive 
relationship was predicted between group attendance over the intervention period and parent 
minority stress factors, and no such relationship was found. Hypothesis 2 and 3 predicted that 
these relationships will be mediated by parent behavior change over time and parent attitude 









Summary of Findings by Research Question  
 
Question Predictor Outcome Mediator Hypothesized 
Relation 
Support 
What is the 
relationship between 
attending MFGs and 
affirmative behavior 
change for parents 






 + Correlation No 
What is the 
relationship between 
attending MFGs and 
affirmative self-
reported acceptance 
change for parents 
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Is the relation between 
group services and 
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Note. See Figure 2 in results section for the updated model. Red text indicates measure removed for final analysis. More information about these modifications 
can be found in Appendix J. 
Figure 3 
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Note. Final model of group attendance and its relation to parent and child outcomes. Values reflect standardized coefficients; dashed 
lines indicated nonsignificant path 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
